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FOREWORD 



liie Fogaris^ liiicrniiticHial Cienter was csiablishccl as a ineiiHH 
rial to the late Congiussiiian John Fogartv fVoni Rhode InlaiuL Ii hacl 
been \U\ Fogai iy's cleHire tcj t ieaie uitliin tlic Naiioiial InHtiiiites of Heallh 
a tente!' lor research in Ijiolog)^ and tneclkine cUfclicnied lo hiieniatioiial 
cooperation and collaboration in ihu interest of tlie health ()f inankind. 

The Fogariy International C^tMiter is a inii([tie resotirce within the Fed- 
eral esiablishnitMit, providing a bnM for expatifiion of America's health 
research and health care to lands abrrsad and for bringing tlie talents and 
resouices of other nations to bear upoti the many atid varied health 
prubleins of the United Slates, 

As an iiistitution for aclvanced sttidy, the Fogarty International Center 
has embraced the major thenie.4 of medical eclu<:ati()n, environniental 
health, Sfx:ietal factors influencing healtli and disease, geogiapliic health 
problems, iniernaiional heahh research and education, atul preventive 
niedicine. Our coniniitment to the stiidy of preventive aspects of hunian 
disease is expressed in the Fogarty Interiiatiotial Ceiiter Sei ies oti Preveti- 
tive Medicine, 

r his voltime, w riiteti by Dr. Ronald V, Chiistie cluring his tenure as a 
Fogariy Scholar at the Fogiiny Intel national Center, expniids om^ investi- 
gation into medical educati( and elucidates the clianging influence of the 
State on tnedical educaiion in ten countries. 

Important issues have arisen as a result of s(>cial pressures for improved 
medical t:are. T hese pressures aie felt in every country around the world, 
but they seem to be particularly acute in certain of ilie industinalized 
cotmiries. For educators, scientists, aclniinistrators, and others who have a 
role to play in medical education and the delivery of medical care, Dr. 
Christie's timely inonograph will Ix: an invaluable dcxiunenu 

Milo D. Uavitt, Jr„ Md). 
Director 

f ogariy Inlemational Cmter 
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PREFACE 



During the tourse of my visits to the 10 eountries involved 
h if^ purvey* I rutcised cooperati<}n and help tVom so many faculiy 



^ 'J'%:^0 and guveniment departments that I am at a loss to know how 
^^y7\^^\s ledge iliL'ir assistance, without whieh this survey would have 
\^ '^V^pf)ssible, The list would be so long as to be meaningless and it 
\^J^^ i^i' invidious tc? piek a few and leave {)Ut the rest, so I can only 
^j^%^c\^ eolleetively. 

1^-^^ ^reaUy indebted to the Common wealth Fund of New York For 
M /^\>ji)sity in giving me a grant in aid for this sui^'ey and to the 
Y y/^V Irirmiati<ina! ("enter of the National histitutes of Health where 
'^t^ the report was written and where I received invaluable help 



Ronald V, Christie. M.D, 
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INTRODUCTION 



Substantial fmancial support^ whether it be from ilic church, 
the alumni, or the state, can be a threat to university autonomy, since a 
usual condition of continued support is the right to study the use to 
which these funds are put, and this can very easily be extended to the 
right to control policy. In most countries it is the state that has been 
taking over tlie support of universities and of teaching hospitals, a 
trend which has accelerated rapidly over the past 25 years to meet die 
expanding needs of higher education and of health care. In medicine 
the problem of university autonomy is further complicated by the long- 
standing custom that license to practice, and even the curriculum which 
qualifies for this license, are regulated on a nauonal or regional scale by 
some external body. Academic freedom in medicine is thus rather a 
nebulous term, but most^ would agree that a medical school should be 
free to select its staff and students; it should have wide powers of 
discretion in organizing the curriculum and in the development of 
research. In one country or amjther all of these freedoms have been 
encroached upon by the state* but perhaps more important than any of 
them is the freedom t() reward success so that areas of excellence will 
flourish and will expose mediocrity, and this is the freedom in greatest 
jeopardy under state control. In the past, centres of excellence have 
been encouraged to prosper and have stimulated progress by setting 
the standards for other universities. Their life span of excellence is 
usually limited by the complacency that tends to follow success, but with 
open compeuuon, which is one of die most potent stimuli to efficiency, 
the mantle of leadership then passes to some other centre. Satisfactory 
standards of competence must be maintained but unless excellence is 
rewarded a general level of mediocrity is very likely to be the result. 
Universities exist, however* to serve the scKaety from which they draw 
their support and there are some who believe that loss of these 
freedoms is a fair price to pay for the remarkable increase in the 
support from public funds given over the past 25 years. 

Twenty-five years ago most of the medical schools included in this 
survey received no significant financial support from the stete, while 
today most are wholly dependent on the state for their survival. The 
purpose of the survey was to determine how the medical schools and 
their teaching hospitals are faring under these changed circumstances* 
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This could only be done with the cooperation of those responsible for 
medical education. The 10 countries involved in this survey were 
chosen partly tin account of the personal contacts I had previously 
made. My academic career has been divided almost eciuariy between 

Britain and North America. u i - 

During the years 1969 to 1973, I visited all the medical schools m 
Australia and New Zealand, 9 in Britain, 2 in the Republic of Ireland, 8 
in Scandinavia and Finland, 14 in Canada, and 5 private and 4 state 
medical schooli in the United States. This report is based mainly on the 
United States, Britain, Canada, Sweden, and Australia, the last four of 
which have, as far as possible, been brought up to date until 1973 or 
1974 and the United States, which is changing most rapidly, until 1975. 
The text contains but liule information on tlie t)ther five countries, 
which are the smallest, so a brief account of them is given in the 
appendices. 

Countries such as Sweden, Britain, and the United States have vety 
different traditions and social structures so that what may be good for 
one may be wholly unacceptable in another. For this reason I have 
been concerned mainly with giving the facts as I found them and have 
been caudous in discussing their relative merits. I have, however, tried 
to disunguish between changes in medical education due to the 
influence of the medical community and those due to public opinion or 
political expediency. 

Ronald V, Christie, M.D. 
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Chapter 1 

FINANCIAL SUPPORT OF MEDICAL 
EDUCATION 



During the 15 year period 1955 to 1970* public support of 
the universities in Britain increased tenfold (Fig. 1) and in other 
countries there was the sarne explosive growth. The public had been 
encouraged to believe that higher educadon and research could make 
great contributions to social welfare but in the late 1960's there was a 
varying degree of disenchantment in every country I visited. In some, 
the inciease in funds came to a halt and many medial schools had to 
economize at a time when they were being pressed to increase student 
enrollment to meet the public demand for more doctors. In the 10 
countries I visited, the methods used by the government to assess the 
universides^financial requirements can be grouped in five patterns.. 



BRITAIN 

Britain is one of the few countries where the contribution of 
the state to its universities is accurately recorded. The rate at which this 
contribution has increased is shown in Fig. 1. These funds are 
controlled by the Univeriity Grants Committee (UGC) which is 
appointed by and responsible to the Secretary of State for Eduction 
and Science, an arrangement which appears to work well, and which, 
with the reservations discussed later in this section, continues to retain 
the confidence of both the universities and the government. The 
success of this arrangement depends on the care taken to select 
committee members who can command the confidence of the parties 
concerned* The chairman and one of the deputy chairmen have an 
academic background, and the other deputy chairman is non-academic. 
Thirteen members are recruited from the universities, two are con- 
cerned with other forms of eduction, three are from industry, and two 
others are concerned with salary questions only. Appointment is for 5 
years and since members are expected to devote only one-fifth of their 
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Fic'iURK 1. — ^Psrliamentory grants to the universities of Britain, Data obtained from the 
University Grants Commitiee and from its annual reports. 

time to the business of the committee, they are able to continue their 
professional ^vork. The committee has a large secretariat and makes 
extensive , use of expert advisory committees and panels so as to cover 
the whole range of academic subjects. The chairmen of the subcommit- 
tees are drawn from the main committee. (I, 2, 3) 

The first task of the UGC is to estimate the finandal needs of the 
universities, and this is done on a quinquennial basis so that the 
universities are able to plan ahead. As an initial step, the universities are 
asked to prepare estimates and development programs over the 
quinquennium. On the babis ot on-site visits, advice from its expert 
subcommittees, one of which is devoted to medicine, and its own 
judgment and discretion the committee then decides how much should 
be requested for each university. If the government decides that the 
overall figure is too great, the UGC determines where the cuts will be 
made. The allo^tion to each university is given as a block grant, which 
is not earmarked, so the university has the le^l right to spend the 
grant as it wishes. However, there are several factors which make this 
degree of academic freedom more apparent than real. 
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Financial Support of Mkdkial Education 3 

Each univenity is fully informed of the reaction of the UGC to the 
details of its c|uinc|uennlal submission and is told which parts of the 
development plan have met with approvaL The UGC "indicates" to the 
university those areas which should be given priority, and although 
none of these ''indications" arc mandaloty, there is a natural feeling 
that it would be injudicious to go against the wishes of the UGC 
without very good reason. This is tacit in the "Robbins Report" (5) 
which states "If in retrospeci the grant given for any quinquennium is 
regarded as having been spent in a way contrary to public needs as the 
committee conceives them, this may easily influence the size of the 
granffbr die next (|uinc|uenniuni/' The universities also are advised to 
consult the UGC on the use to which private donations are put. '*It is 
customary for a university which is considering an offer of outside 
financial support for a development which niay eventually become a 
charge on its general funds, to consult the committee; and universities 
are aware that unwise developments are liable to prejudice their claims 
in the next quinquennium." In the case of new medical schools the 
UGC sets the pace by giving an earmarked grant to cover the 
remainder of the quinquennium (/). 

The universitiesV expenditures on academic staff salaries amount to 
some 50 percent of the total grant. Salary scales are stricdy controlled in 
the light of the *'prices and incomes policy" of the government and a 
rauo has been introduced by the UGC to control the ratio of senior to 
junior staff. The purpose of this ratio is to provide means of 
ensuring that broadly similar career prospects should be available in all 
universities and of limiting any increases in the higher posts on the part 
of individual universities in the competition for scarce staff." (L 4)> 

The task of the UGC is not an easy one. In making its decisions the 
committee must allow scope for the universities to exercise judgment 
and discretion and it recognizes also that "the balance between 
committee influence and committee interference in university affairs is 
a delicate one." (2). There can be little doubt that the committee has 
maintained this balance with tact and skill. It has steered the universities 
through difficult times when the demands for higher education have 
exceeded the capacity of the country to give the support needed. The 
committee commands tlie respect and trust of the universities. Medical 
schools in Britain receive less generous treatment than in North 
America or Scandinavia, but I believe this is due more to the country's 
financial difficulties and to conservatism than to any fault in die system. 



THE UNITED STATES 

In the United States, Canada, and Australia, education is the 
responsibility of the individual states or provinces rather than the 
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Federal Government which can offer only financial assistance. Unlike 
Canada .and Australia, the U,S, Congress has, until recently, been 
oppoied to direct federal support for higher education, preferring 
indirect support^ virtually all in the form of categorical or **earmarked'^ 
grants for specific prefects or goals. A reason for this approach is given 
in a report of the Department of Health, Education and Welfare to the 
President in 1969 on the financial support of higher education, which 
stated that "one advantage of aid for particular categories of expendi- 
ture is its policital acceptability.** (6). These categorical grants are made 
in a manner which has been described as follows in a report to the 
Carnegie Commission on Higher Education, 

Therv is probably no single person, purhaps not even any single agency in or out 
of Governmuni who can define with accuracy all the ways In which the Federal 
Government channels funds to American higher education. . . . The funds come from 
more than 40 agencies^ they ride piggy-back on legislation which, at first glance, seems 
to have no connection at all with higher education. (7). 

This IS a remarkable admission from a country that is generally 
considered to lead the world in business administration. 

The federal grants which have made the greatest impact on medical 
education have been those for research, the support of which is 
discussed in the next section. Medical schools became dependent on 
these grants for the salaries of many of their teachers and thus it became 
common practice to recruit the staff, including departmental heads, on 
the basis of ability to attract funds for research. Departmental policies 
came to be governed by considerations of research rather than education. 
However, there tan be little doubt tliat in most medical schools the indirect 
effects of this high level of research support was at that time beneficial in 
counterbalancing the lack of direa support for education. Much under^ 
graduate and graduate teaching was, in fact, supported by research funds 
and indeed this mingling of research and teaching was encouraged by the 
National Insututes of Health. This paradox of generosity to medical 
research and parsimony to medical education was in contrast with most 
other countries where the trend was just the reverse. 

The hazards of financial dependence of education on research were 
not generally realized until later. To receive money for one purpose 
and use it for another is always risky, even if intentions are above 
reproach. This danger was overlooked during periods of plenty but 
surfaced when research grants were cut in 1967 and 1968, exposing the 
lack of secure funds to cover commitments. This led to serious financial 
difficulties in many medical schools and in some, to financial crisis. It 
became clear that direct federal support would have to be provided if 
admissions of medical students were not to be curtailed at a time when 
all agreed that the number of graduates in medicine should be 
drastically increased. Congress granted direct financial aid and, by 
1970, 43 of the 107 medical schools were receiving ''disaster grants" 
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from the Federal Government to prevent them closing or reducing 
their standards, and another 18 received direct assistance (9J0). Many 
medical schools were in such financial straits that their survival was 
threatened and this led to the Comprehensive Health Manpower 
Training Act of 1971, which for the first time recognized a significant 
federal role in the financial support of medical education. (ii,/2, and 
Appendix I). As a result, the number of special awards to relieve 
financial distress had fallen to six in 1973 (138). 

In accepting this responsibility, the government apparently remains 
unwilling to give unrestricted operational grants as is the custom in 
other countries. The various grants which are outlined in Appendix I 
are conditional on clearly defined responses by the medical school 
which may affect the choice of students, the size of the student entry, 
and the content and duradon of the curriculum. These categorical 
grants have the appearance of giving the medical schools the opuon of 
several sources of addidonal support only if they wish to participate. In 
fact, the financial climate was such that many mediral schools made 
extensive use of these options in ord^r to survive. All medical schools 
except one were able to satisfy the requirements for capitation grants; 
that one, obtained a waiver by proving convincingly that it was 
impossible to increase student numbers. Several of these options are 
highly controversial and involve difficult academic decisions. There is a 
widespread undercurrent of unrest and alarm over what is felt by many 
to be aUinformed political interference with academic affairs. There are 
others who feel that this is a necessary price to pay for the federal 
support that is essential if private medical schools are to survive. There 
was no indication as to whether these categorical grants would be 
continued for more dian 3 years or would cease abruptly as had other 
types of . grants for research and training and community service. 
However, the capitation grants are still being given in 1975 on a 
'^continuing" basis and although no new act has been passed by 
Congress, it now appears unlikely that they will be discontinued. They 
represent between one-quarter and one= third of die cost of educadng 
medical students and to withdraw them^ would create serious financial 
difficulties Jn the medical schools, some of which could hardly survive 
(136J37J40). 

Contributions by die individual states are directed mainly toward the 
state medical schools. In 1972-73 each received an average of about $5 
million, while each private medical school received only an average of 
$800,000, usually with the requirement that enrollment be increased, 
sometimes with the reservation that the increase be limited to residents 
of the state (137 J38). Further details of the cost of medical schools are 
given in Chapter 5. 

The/ majority of medical schools in the United States have a 
remarkable degree of financial independence from their parent 
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university. In 1966 and 1967 general university funds represented only 
about 5 percent of the support given to the '*privaie * medical schools as 
compared to 31 percent usually in the form of an earmarked grant, in 
the medical schools which belong to the state (SJO). About 55 percent 
of fmancial support in the private schools and 45 percent in the state 
schools came from the Federal Government, mosdy in the form of 
research grants and sponsored programs. These grants, together uith 
fees for professional services, grants from foundations* tuition, and 
endowments, gave the medical schools either complete or a large 
measure of financial independence from their parent university. Even 
the older and most heavily endowed private universides give their 
medical schools little or no financial support and the number of 
medical schools with complete financial independence is increasing, a 
change favoured by most private universities. The very eKi^tence of the 
Association of American Medical Colleges is an indication of the 
independence of its medical schools from their parent universities. 



CANADA 

In Canada, education is a provincial responsibility although 
more than half the expense of the universities is borne by the Federal 
Government. Expenditure has been increasing at a rate of over 20 
percent a year, but the rate of increase has recendy been stabilized at 
15 percent for the years 1972^75. In ^970, the Federal and Provincial 
governments* expenditures on higher education exceecied S2 billion, of 
which S 1 3 billion was for the universities, representing over 85 percent of 
their operating and capital expenditures (16 J 7)^ 

Most of the provinces have adopted an objective system of assessing 
the needs of their universities, based on a ft^mula built around the 
"basic income unit" which is given different weights. Since the 
Provincial Government is responsible for distributing these federal and 
provincial funds, it usually appoints n committeei in consultation with 
the universities and so constituted that it will coniniand their respect, to 
decide how this formula should be applied to the various categories of 
students. In Canada, the usual distribution has been one unit to arts 
and science students in the early years, rising to two ^^or honours 
stiidents, five for medical students, and six for doctoral candidates. In 
1971-^72 the value of the basic income unit varied from 1 1,330 to 
$1,730 in the various provinces. From this formula the university is 
given a block grant which is not earmarked in any way although it is not 
difficult for the faculty of medicine to determine what the university 
has received on its behalf This is usually an effective safeguard which 
ensures adet|uate support^^Tormula financing of this kind has several 
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advantages. It gives tlic university CDnslderable latitude in managing its 
own affairs and encourages private donations which do not become a 
substitute for public support. It has the appearance of maintaining 
university autonomy, but it also exposes any difference of outlook 
between the university and the government on the support which 
should be given to the faculties of medicine (/J, H). ^ 

In most of the provinces, grants to the universities are made on a 
year-to-year basis which some believe is preferable to the triennial or 
quinquennial grants that are made in other countries, since govern- 
ments may be more generous if they are not asked to make 
commitments for the future. It seems likely, however, that this 
argument would fail if lean years were encountered. 

Most but not all of the provinces are advised on university affairs by 
committees with adequate academic representation. The advice given 
on medical affairs is being influenced, to an increasing extent* by the 
Ministries of Health which are closely concerned with the supply of 
physicians for the health services, with the special needs of the teaching 
hospitals, and with the orientation of medical schools toward the 
community. These and several other aspects of medical education 
depend on financial support from the Department of Health as well as 
from the Department of Education, This pardcipation In the problems 
of medical education by government depaTTtfients responsible for the 
delivery of health care is something ''Rew which has passed almost 
unnodced although it has occurred in most countries. 

An unusual extreme of this trend has developed in Newfoundland, 
where the operating budget of the medical school is covered by an 
annual earmarked grant from the Ministry of Health. An advantage 
claimed from this arrangement, which was approved by the university, is 
that the development of the medical school would not be at the 
expense of other faculties. This is a sacrifice of principle for a doubtful 
advantage which could have serious repercussions on medical educa- 
tion. A change as important as this, which resembles what has 
happened in . Communist countries, carries the risk of taking medicine 
away from Its academic environment and reducing it to the level of a 
training college. This risk Is not justified unless it Is based on an 
attempt to improve medical educatiun, 

TheMtotal operating expenditures of 12 medical schools in Canada 
Increased from $25 million In 1966-67 to $52,5 million in I970-=71; or by 
91 percent over this 5--year period. The expenditur^'per medical student 
was 510,367 in 1970^71, but.this is a misleading figure since faculties of 
medicine are involved -.heavily In gt^duate and postgraduate programs 
and with students from other faculties, !n addition, $38,5 million was 
spent from research grants from various sources (/5). This gives a total 
expenditure in I970--71 of $91 million or an average of $7.6 million per 
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j^^dical schooL These amounts are considerably less than those in the 
M'jiited States* which are given in Chapter 5. 

. Capital expenditure in the health sciences in Canada is covered 
Afgdy by the Healtli Resources Fund Act of 1966 which established a 
^pd of $500 million to assist the provinces^ on a matching basis* to pay 

capital costs of new facilities for health training and research over a 
^^^year period. With a sniall adjustment in favour of the Maritinie 
^^vinces, the fund is distributed on a per capita basis among the 
^V^vinces, each of which has to prepare a 5-year plan for the 
^^velopment of facilities for training in any of the health professions or 
^^upations and for the conduct of research in the health fields. Since 
%g8» the total federal contribution has been limited to $37J million a 
^^^r. Each project has to be approved by the Federal Government 
^^'^^ich decides whether it falls within the purposes of the Act. Within 
\^se limits, it is the Provincial Government which decides what the 
ft^orities will be and how the money is spent. Several of the provinces 

spending considerably more than what is matched by the Federal 
^^vernment. 



SWEDEN 

In Sweden all universities are owned and supported by the 
S^^fernmentj which must approve any changes in the budgets of the 
^^jious faculties. The government can thus exert considerable control 
academic development andj in medicine at least, it also deddes on 
^^tters of academic policy such as the framework of the curriculuni. 
^J^il central control is channelled through the Chancellor of the 
lygdish Universities whose office is peculiar to Sweden. 

iJntil 1964, the Chancellor of the Swedish Universities had an 
^^demic background and was elected by the universides and was 
'K^refore their representative* Since 1964, the chancellor has been 
^l^yointed by the government and is in the same position as the heads 
other governmental offlces, representing the government rather than 
univeoid^. He need not have any a^demic background. The office 
?^ the chancellor, with a staff of over 100, has a governing board which- 
'A--|udes representatives of organized labour and the government. 
^\idg^etary control is exerted through five faculty planning boards, one 
which deals with medicine, dentistry* and pharmacy. Each faculty 
Pl^jiiiing board consists of nine persons, appointed by the government 
a 3-year period, and four of these are professors nominated by the. , 
^diversities. The boards make a detailed survey of the proposals 
^^^mitted by the various university faculdes and recommend priorides 
a quinquennial basis. If a professorial chair becomes vacant, its 
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future is reviewed by the faculty planning board which indicates 
whether it should be abolished, continued, or changed. Since 1966, the 
' faculties of the universities have submitted their budgets directly to the 
chancellor*s faculty planning board. The university council can also 
submit ite comments, but it Is the chancellor's office that assesses and 
coordinates the various plans for development that are submitted and 
then decides tlie direction in which support will be given. Central 
control of 7his kind has to be well informed and fair otherwise it will 
cause dissatisfaction and discontent. In Sweden I found very little 
criticism of the decisions made by the faculty planning board in 
medicine* although*, of course, inadequacy of financial support is a 
universal source of complaint. The increasing degree of central control 
exerted by the government through the chancellors office appears to 
be generally accepted inspfat as budgets are concerned. But there is ^ 
considerable unrest and even alarm over the intrusions in academic 
affairs, such as are discussed in the section dealing with undergraduate 
curriculum. One safeguard, which I am told is frequently used, is the 
rector*s direct access to the Minister of Eduction and another is the 
readiness of the government to appoint special advisory committees on 
problems and reforms. Before acuon is taken, the reports of the 
committees are widely circulated for comments of those orpnizations 
that are likely to be concerned (19^0^1). 



AUSTRALIA 

The simplest method, which has given the greatest degree 
of autonomy to the universities but the least support for medical 
schools, is the one adopted in Australia {22,23,24). Under the 
Australian consutution, education is the responsibility of Individual 
states but with their consent* financial support of the universities has 
been the joint responsibility of the Federal and State governments. 
Capital expenditure is divided equally between the two, while recurrent 
costs are divided in the ratio of i part from die Commonwealth to L8 
parte from the State Government; Uie contribudoTi of the latter includes 
fees from students. The Australian Universities Commission (AUC), 
which was created in 1959, is technically responsible for recommending 
how much federal support should be given to each university. 
However, in fact it decides the total income of the universities because 
the states very rarely fail to match the federal contribution. This 
allocation is made on a triennial basis. The commission consists of a 
Chairman, a Deputy Chairman, and eight others, of whom three are 
from universides, four from business, and one from a government 
department. 
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The policy of the AUG has been to avoid creating the impression 
that it deterniines how recurrent grants should be spent. It is not 
surprising, thetefore* that the universities* mainly based on arts and 
science, should be reluctant to give more than minimal support to 
faculties of medicine* many of whose activities are "off campus'* and are 
considered to be more professional than academic. The support given 
by Australia to its medical schools clearly has been inadequate according 
to the standards expected in other countries. The same pattern was 
followed in New Zealand and in the Province of Saskatchewan in 
Canada where the support given to medical schools was so meagre that 
their ability to maintain adequate standards was seriously threatened. In 
each case, an adverse report given by independent investigators was 
communicated to the government which gave a specially earmarked 
grant for revitalizing the medical schooL (25) No independent investi^- 
tion of this kind has been made in Australia nor has the AUG any 
effective advisory committee on the problems of medical education, 



CAPITAL EXPENDITURE 

It is in new construction that governments can exert the 
greatest influence on the way universities develop. In all countries 
capital giants for new buildings and e(iuipment are earmarked for a 
specific purpose and although the university may make the initial 
recjuest, it is the government that makes the final decision, This usually 
is based on expert advice but it is jometimes a political decision. 



DISCUSSION 

Each of these approaches to the support of medical 
education by the State has its advantages as well as its drawbacks. The 
simplest method is to give a lump sum to each university which it can 
divide among its faculties as it pleases. This preserves the principles of 
academic freedom, but it rarely gives medicine the support it needs. 
Medical educatirjn is^rxpensive* partly because there has to be a high 
proportion of teachers to students and partly because the gap between 
academic salaries and those in private practice should not be so great as 
to impede recruitment. In contrast with other professional faculties, 
such as law and engineering, medicine has to teach the solution of 
complex disturbances of function at the bedside where the problems 
are actually being solved. This approach is expensive because it can be 
effecti%'C only if small groups of not more than three or four students 
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are involved, so that ihu critical outlook can be developed which comes 
from discussion and argument. In these circumstances students require 
teachers with skill and experience to stimulate and control them. This is 
particularly true of the application of the basic sciences to clinical 
problems since the contribution of science to medicine has been 
increasing at an unprecedented rate, Electives and integration are 
discussed in Chapter 10. These have also increased the need for a high 
proportion of teachers to students. For these reasons it is not surprising 
that medical education costs more per student than any except some in 
the graduate faculty. The administrative councils of universities which 
are usually based on arts and science are seldom sympathetic with these 
arguments and unless they are backed by influential persuasion or even 
coercion* the faculties of medicine will rarely get the support they 
require. This lack of support is obvious in Australia and Ireland and 
was evident in New Zealand and in the Province of Saskatchewan in 
Canada until special assistance was provided by their governments. 

To ensure that adequate support is given_to_rnedicine ^without 
blatantly interfering with academic freedom, two niethods have^been 
adopted. The first is based on 'indications/' such as are given by the 
UGC in Britain. For this approach to be successful, the granting 
committee must be backed by sufficient expertise and be so constituted 
as to have the confidence of both the government and the tiniversit^^ 
The second approach, used in Canada and elsewhere, is to^igatimate the 
_ universities' needs on the basis of a formula which takes into account 
the different costs of educating various classes of sjtudents as well as the 
numbers of those students. This gives the university considerable 
freedom in managing iu own affairs and does not discourage private 
donations. It also gives the university a general indication of what 
should be spent on its faculty of medicine. 

It is difficult to choose between the benign dictatorship of the UGC, 
strongly influenced bymedical advisory committees, and the formula 
financing of Canada, which allows greater liberty of action but gives a 
clearer indication of the emphasis which should be placed on medicine. 
Perhaps the former is best suited to countries with a central govern- 
ment and the latter to those with a federal system. Most would prefer 
triennial or quintjuennial budgets, which have been adopted by all 
countries except the United States and Canada. If adjusted for 
inflation, these allow future planning and are much less onerous than 
annual submissions. 

Sweden has by^passcd the universities through a faculty Planning 
Board, appointed by the government, which decides the financial 
support to be given to each faculty of medicine in Sweden. This 
ensures adequate support for medicine, but it tends to cut the Swedish 
medical schools to the same pattern at a time when it is npt known 
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what this pattern should be. Most other countries wouTd be reluctant to 
submit to thb degree of regimentation. 

There remains the United States, which appears to be in a very 
confused state of transition. Individual states are reluctant to support 
private medical schools while the Federal Government has been re- 
luctant to give grants other than those for special projects such^ as are- 
descrited in Appendix I. There are many obvious drawbacks to the 
insecurity of this seemingly haphazard system of categorical granU but 
there also are advantages. The insecurity which has followed public 
disenchantlnnenrwith research has perhaps dislodged complacency and 
stimulated searching criticism of Research as well as teaching programs. 
It has placed teaching and research in their proper perspecdve, which 
most would agree was lacking during the years of seemingly limidess 
research support. Many schools are turning to health care as a source 
of income and this may give undergraduate medical education greater 
orientation toward tfie padent. The opportunity also has been given to 
medical schools to take stock of the direction in which they are going. 
All of these advantages are, however, transitory and will be profiUess if 
operadonal funds for medical educadon are not forthcoming. Unless it 
is a temporary expedient, this fragmented categorical approach of th^ 
U.S. Government to the problems of medical education is both 
inefficient and extravagant in contrast to the general operational 
support given to medical schools by the federal or central governments 
of other countries. 

Most would agree that the United States leads the world in medical 
research and also in many of the clincal specialdes, but this lead \wm 
earned and maintained in dmes of plenty when excellence was given its 
just rewards and when federal grants were directed toward research 
with no interference by the government in a^demic affairs. There are 
many who believe that this lead will not be maintained unless these 
freedoms are restored and direct operational grants are given, as is 
done in other countries. It is generally wumed that the capi^tion 
grants which were introduced in l97F^6n a temporary basis will be 
continued, hopefully as unconditional grants. This could be the thin 
edge of the wedge leading to a more rational plan for financing 
medical education, particulariy if cost-sharing between the Federal and 
State governments also were introduced. 

Medical school expenditures, including those on research, are 
discussed in Chapter 5. In 1 970-^7 1 the average expenditure was $19.68 
million in the United States and $7,6 mlliiba.in Canada, In. Britain, 
Australia, and New Zealand, the expenditure oiuixiedical schools was 
approximately half that of Canada. Most medical schools can spend 
usefully all they can get in times of affluence but for countries of 
moderate means I believe that Canada has struck a happy medium. 
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Chapter 2 

SUPPORT OF MEDICAL RESEARCH 



The cost of teaching and research are so intermingled that 
the financial contribution of the universities to research is impossible to 
quantitate. Superimposed on this contribution and those of research 
fpundations, agencies have been developed by various governmenfi 
which give direct support to universities for medial research. AH of the 
countries I visited follow either the pattern developed by the Medical 
Research Council in Britain or the one more recently developed by the 
National Institutes of Health in the United States. 



MEDICAL RESEARCH COUNCIL 

The function of the Medical Research Council in Britain is 
to promote medical research in its broadest sense, and to do this it 
received a grant from Parliament which in 1970^71 amounted to 
Sl,055 milUon. The coundl has the execudve authority to spend this 
grant as it wishes but is responsible to the Secretary of State for 
Education and Science, The chairman of the council is usually a 
distinguished public figure who has not been engaged in medical 
^research, In contrast, the Secretary and Deputy Chairman i who is the 
only full'dme member of the coundl, has been a distinguished medical 
scientist who has given up a senior academic appointment to devote all 
of his energies to the work of the coundL He plays a large part in 
dedding the polides of the coundl and also in advising on coupcil 
membershipi which consists of twelve personSs not less than nine of 
whom are concerne4^with medical or related biological research (26). 

In 1970 the Medical Research Council spent about two-thirds of its 
income on its own insdtutes, research units, and administration, and 
about a quarter on the support of research groups and research 
projects in the univei^iues. Clearly^ the main effort of the Medical 
Research Coundl is to support research carried out by its own staff 
rather than research which is conducted by university departments, As 
avtoken of this policy, the universities are expected to take over 
financial responsibility for the "research groups" after a period of 5 
years, and project grants are clearly labelled "short term research 
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grants" with the expectation that after 3 years, the university will either: .i^ 
take over or discard the project. This is the system which, with less : ■ 
emphasis on institutes and with other minor variations, is followed by Q 
Australia New Zealand (30), Ireland (3 J), Norway, Denmark : : 

(32), and Finland. 



PEER REVIEW 
In the United States 

The system of peer review developed by the National 
Institutes of Health (NIH) for the reward of excellence in medical - 
research has been copied by Su^eden and Canada and, since others are ■ 
likely to follow, will be described In some detalL The National Institutes 
of Health, was created in 1930 but it was not until 1946 that it bepn a ^ ' 
program of extramural research grants and fellm'mhip aw^ards. Only : 
this extramural program is discussed in this sectbn. -'vfl 
In 1967 the NIH, which is the primary agency of the Department of v 
Health, Education and Welfare in support of medical research, V 
distributed $641 million to 100 medical schools, about half of this sum ;t 
(53 percent) being for the suppfsrt of research, about one^quarter (26 J 
^ percent) f()r various types of training grants, and the remainder (21 
percent) for expenses related to research. In 1967 the amount H 
distributed to each medical school mnged from $32,000 to $18 million* J 
with an average of $6.4 million. (8fi5S6S7fi8) J . 

The total allocadon to the National Institutes of Health for research ; 
was reduced sharply in 1 968 *.„The -rate^ of increase had been slowing if 
down since 1963. In 1968 the total grants aw^arded decreased to $0*9 
billion from $12 billion in 1967, a reduction W'hich had serious 1 
repercussions on ihe medical schools across the. country^ which had.^^^: 
depended on these grants for operational support. This was fbllowed ; 
by a slow recovery until 1970 when the total was restored to $L2 
billion, with a further increase to $1.3 billion in 1971, $1,6 billion in ^ 
1972, and $1.9 billion in 1973 (9SJ0IJ4?). What these figures do not ,/ 
reveal Is a highly significant shift toward directed research for what are 
considered by the government to be "high priority programs,** a Mli^^^^ 
which was made at tlie expense of general research funds. Support for ; 
cancer research and for research on dise^es of the heart, lung, and y 
blood vessels increased from $362 million In 1970 to $854 million in ^ 
1974, W'ith a corresponding decrease in the support of other areas 
(147). What is of even greater importance to the medical schools is that 
the allocation for competitive research projects is being reduced and -^r^ 
training grants have fallen from a peak of $224.5 million in 1967 to 
$127 million in 1974 when they will probably be phased out (99, 
100,147). Early in 1975 the future of fellowship awards and their V .ll 
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distribution had not yet been fully resf)lved, and the future of training 
grantB was still in doubt. 

The factors which govern the distribution of these funds for research 
and the various alloeadons that are made are complex. The NIH has 
some auihority but the President, Congress, and other political groups 
can influence not only the amount which is spent but alsc) the emphasis 
which is given to certain diseases and various areas of research (92), 

The policy of the government regarding the distribution of funds for 
research was clearly stated in the report of the Senate Appropriations 
Committee for 196? which included the following. "The committee 
continues to be convinced that progress of medical knowledge is 
basically dependent upon full support of undirected basic and applied 
- research effort of scientists working individually or in groups on the 
ideas, problems and purposes of their selection and judged by their 
sdentific peers to be scientifically meaningful, excellent and relevant to 
extending knowledge of human health and disease/' This has been 
government pcslicy in the past and to implement it a system has been 
developed that rewards excellence in a way that is both fair and 
efficient. 

Applications for grants-in-aid of research projects are first considered 
by "study sections" which meet three times a year usually for 2 or 3 
days. There are 48 of these, each of 12 to 16 members serving 4»year 
appointments and selected for their expertise in a specific area of 
research (102). Each panel has a fulUtime executive secretary who is 
usually a qualified sdentist with research experience in the area covered 
by the panel, One of his responsibilides is to nominate the chairman 
and to maintain a balance between the various aspects of the subject 
and between youth and experience. The execuuve secretary distributes 
applications to two appropriate members of the panel for detailed 
review and if the need arises* obtains an evaluation from a scientist who 
is not a member of the panel. When the panel meets, fhe two reviewers 
discuss the application, giving a detailed cridque of its merits, of the 
candidate's fitness to conduct the project, and of tht budget requested. 
By a majority vote of its members, the panel then decides whether the 
application should be rejected or approved, with or without modifica- 
Uon. On an average, each application will occupy 20 or 25 minutes of 
the panePs time, Those that are approved are given a numerical radng 
by each member of the panel. These scores are added to give the 
candidate a rating which is then adjusted to make it comparable with 
the raungs of other panels. The cut-off point at which funding is 
discontinued is governed by the funds available. Following the meeting 
of the study session, the execuuve secretary prepares a summary of the 
basis for the recommendation made on each application. This is used 
for various purposes, one of which is to provide this informauon to 
■ members of the appropriate council which is the next body to review 
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the application. There are 11 councils, one for each of the National 
Institutes of Health. Each council has 12 to 16 members who are mostly 
senior scientists with an established reputation. The council may review 
any application within the field of interest of its institute, but in pracuce 
only a few are discussed such as those involving policy or applications 
for large sums of money, e.g., project, training, and program grants. 
The council is concerned mainly with matters of policy and rarely 
questions the quality rating given by the study secuon. 

In 1974 about 70 percent of new grant applications were approved, 
of which only 50 percent could be funded {103J48), It follows that 
only about one-third of those applying for new grants were successful; 
60 percent of those applying for renewal grants were successful which 
is in contrast with the policy of the Medical Research Council in Britain. 

There is no limit to the duration of support. About 15 percent of all 
applications being reviewed receive project site visits* usually by the 
executive secretary with two or more study section members. These 
visits are made usua lly when the grant is lavge or the project amounts 
to a program. Study sections have also been given a mandate to survey 
the state of research in their fields and indicate areas in which research 
should be initiated or expanded. Grants are given for the support of 
broadly based, long-term programs of research (Research Program- 
Project Grants), and ''advancement awards" for adding strength to 
research and training potential (104). 

A facet of granu for research which benefiy the parent institution is 
the **general research" support grant which gives to the medical school, 
for general purposes related to research, a proportion of dl research 
grants received. This can be substantial; for instance* an institution 
receiving research grants amounting to $1 million could be given ah 
additional $235,000 for general support {105). 

Research training until recentiy has accounted for about a quarter of 
federal funds given to medical schools. Training grants are made to ^ 
expand existing programs or to establish new ones in selected 
institutions. Fellowships are awarded on an individual basis for training 
in research and the recipients are selected by a number of fellowship 
review committees covering the various areas of research. Career 
awards* carrying salaries of $25*000 and more* used to be given to 
outstanding young scientists with the implied intent of ccfntinuous 
support until retirement age (106). This kind of award which included 
security of tenure has proved unsatisfactory and has been replaced by 
the career development award which has a 5-year limit. 

Support for medical research in the United States is unique not only 
because of the magnitude of the contribution by the Federal Govern- 
ment but also in the effort which is made to obtain an accurate 
assessment of the merits of each application for support. No one such 
as myself who has attended meetings of tiie panels and the councils of 
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the NIH can fail to be impressed by the meticulous care which is taken 
to reward excellence and to expose and discourage mediocrity in 
research. It has been said that this system of "peer review" is possible 
only in a countiy as large as the United States where there are reserves 
of talent to cover the various areas of research. It docs not appear to be 
realized generally that there are two small countries which, although 
they still use the term Medical Research Council, have broken away 
from the British system described in Chapter 1 and have adopted 
successfully a modification of the one used in the United Stales. This 
has been done in Canada, which has a population of about 21,000,000, 
and in Sweden, with a population of about 8,000,000. 



In Canada 

The Medical Research Council of Canada reports to 
Parliament through the Minister of National Health and Welfare. The 
President is the fulUtime chief executive officer of the council, 
responsible for the supervision and direction of its work. The council 
itself is composed of 21 members, also appointed by the Governor 
General in Council, who serve without remuneration for terms of 3 
years. A few lay members have been appointed to the council in recent 
years although the majority of the membership is drawn from health 
science faculties of Canadian universities. The council meets routinely 
three times a year but has an executive committee which meets more 
frequently. 

In 1970 its budget was $31 million, over 99% of which was used for 
the suppjort of research in university departments or in institutes linked 
with a university (8), Granij-in-aid of research accounted for 67% of 
the Councirs expenditures in 1969-70. These giants are designed to 
assist in defraying the normal costs of research proposed by investiga- 
tors holding the privileges of staff appointments at Canadian universities 
or other recognized dl^padian insututes (107 J08). These can be in the 
form of a renewable annual grants a renewable term grant covering a 
period of 3-5 years, or an equipment grant. For the assessment of tlie 
applicadon, there are 17 panels of scientists, each composed of about 
eight persons chosen for their expertise w'ithin the area of research 
covered by the panel. Each panel is also served by a sciendfic officer 
who is a university investigator employed by the council on a part-time 
basis for this purpose. The sciendfic officers assign applications to the 
appropriate panel and, in consultaUon with panel chairmen, select one 
or more external reviewers to whom each application will be sent. Each 
application, with the reports of the external reviewers, is then sent to 
the members of the panel which makes its assessment in the same 
manner as the panels of the NIH. It is the responsibility of the council 
to review the recommendations of the panels and, in jhe light of the 
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fundis availahlu, to dutermine thu level below which applications must be 
rd'uscd, Less than 50% of applications are usually successfuL 

This pnjccdurc, which closely resembles that which has been adopted 
by the NIH in the United States, clearly is designed to support 
individual excellence in research. It also exposes mediocre or poor 
reseaixh and provides a valuable indication to the university of the 
(jUcility of its research effort. The Medical Research Council in Canada, 
as in Sweden, but unlike the National Institutes of Health, has no 
"internar' program of research. 

Direct support of research personnel accounted for 25% of the 
council's expenditure in 1970. The most junior form of support is the 
studentship, designed (ov those who are working toward an M.Sc, or 
Ph.D. in a health science complex. The next category is a fellowship, 
which is awarded to a limited number of highly (jualifled candidates 
who wish to take advanced training in research. Scholarships lenable 
f<)r a maximum of 5 years are designed to provide support for those 
who have completed their training and are holding what is normally 
their first imiversity appointment. The associateship, which is renewable 
on review every 5 years, is for the established invesdgator v'ho has 
already embarked on a research career. For each of the four categories 
of personnel support, there is a special selection committee reporting 
directly to the council. 

The third and last category, represendng 8% of the council's 
expenditure in 1969=70, is research promouon. designed to exert some 
influence on the nature and distribution of the research effort in 
Canada. There is a development grant program, the main purpose of 
which is to assist in the recruitment of highly tjualified invesugators in 
areas where the research effort in Canada is considered inadetiuaie, 
and a group prc^gram designed to facilitate multidisciplinary research in 
areas which appear t<) offer opportimities for rapid advance. The deans 
of medical schools in Canada also receive general research grants of 
540,000 to be-spent at the dean's discretion on the support of research 
in his faculty. Smaller amounts are spent an the support of symposia, 
visiting scientists, and travel grants. 

As a Crown corpt)ration* the council has full authority in the 
expenditure of the ftmds allocated to it within the broad terms of its 
act. No direct control is exercised by the Minister but, as in other 
coimtries. there is increasing pressure to relate research to the country's 
needs {109 J 10), 



In Sweden 

The Medical Research Council of Sweden was ff}unded in 
1946 on the English paUern, but in 1964 its policies were revised, 
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bringing its nbjectivt^H and administrauon much closer to the pattern in 
North America. Thu coundl has a lay chairman and 16 mt-mbers^ each 
of the following nominating one representative— the Swedish Medical 
Association, tlie Hospital Association, the dental profession, the veteri^ 
nary profession, the pharmaceutical houses, and each of Uie six medical 
schcxjls. The other six members are appointed by the government on 
the recommendation of the Medical Research Clouncil itself and are 
chosen to ensure coverage of the general areas of research. The office 
of director general of the MRC is a part-time one, being held now by a 
professor at the Karolinska InsUtute. Of a total budget of about 30 
million kroner in 1968, about 23 millicjn, ur 75%, svas spent on prcyect 
grants in order to encourage the best research in uni%^Tsity departments. 
The assessment of projects follows the American pattern, with 10 eKpert 
committees covering the various areas of medical research. The mher 25% 
of the councirs budget is spent in a variety of ways, all of which make a 
contribution to university departments. There are research fellowships 
and scholarships and also a limited number of *^unils" which cover subjects 
with little or no imdergraduate teaching content so that the university 
. finds it difficult to support them. In 1969 there were 1 1 of these units 
costing a little under 2 million kroner. The university provides the space 
and also the various services which are listed in a contract with the MRC, 
The council has a very efTident computerized reference system which 
serves all of the Scandinavian countries. 



DISCUSSION 



It is the balance between university support and "outside" 
support which varies widely and which is of particular importance in 
those countries where a planned society tends to overemphasize the 
advantages of security. Few of those involved in research in academic 
departments will admit even to themselves that their research is 
pedestrian or unprofitable, and those departments engaged m medio- 
cre research are sometimes the last tc) recognize excellence in others. 
Partly for this reason it is difUcult for a university organized along 
democratic lines to give recognition to excellence, much less reward it at 
the expense of others. Unless there is money and to spare, the sums 
given to a university f^)r research usually vyill be divided among the 
departments in relation to their size and local prestige rather than to 
their scientific originality. To counteract this uninspired approach, there 
should be some method of giving substantial support to tho^e with 
proven originalitv and enterprise in research. To do this, an independ^ 
ent body well et(uipped to assess the potential of research and with its 
own resources is needed.. This system of outside support, if conducted 
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with impartiality and expertise, as is done in the United States. Canada, 
and Sweden, tan be of great value in accelerating the progress of the 
best research in academic departments and in giving the university an 
impartial assessment of the merits of its own research. 

The governments of several countries recently base made the initial 
moves that would give them greater control over their research effort. In 
Britain, partly as a result of the Rothchild report, there has been a transfer 
of a significant proportion of the funds of the Medical Research Council to 
the Department of Health and Social Security which will define its re^ 
cjuirements and will commission the research and development required 
to achieve them on a customer^contractor basis (33). In the United States 
the emphasis recently has been a shift toward grants for '*high priority 
programs" in clinical areas, at the expense of general research funds. In 
other countries there has been Uie same urge to take a closer look at the 
practical benefits that are coming from medical research. The public tends 
to assume that medical research is an applied science that can be planned 
as in any engineering project; the view that progress in medicine has come 
from individual initiative does not have the same political appeal. 

It is generally recognized that the standards of medical care in 
teaching hospitals are high. One reason for diis, if not the principal 
reason, is that an atmosphere of research encourages a critical and 
analyUcal outlook in both diagnosis and treatment, and so maintains the 
quality of clinical care. There is also a real danger of underestimating 
the value of research in providing teachers who can give the 
undergraduate a practical grounding in the scientific background of 
medicine which he must have if he is to understand the diagnosdc and 
therapeutic procedures which have been developed or to keep up with 
the expansion of medical knowledge^ The importance of medical 
scientists in teaching the mt chariisms of disease is discussed in Chapter 
10. - 
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Chapter 3 

REGULATION OF PROFESSIONAL 
STANDARDS 



Professional standards and ethics depend so greatly on the 
consdence and reliability of the individual doctor that regulations can 
never detfrmine the quality of the profession. It is nonetheless 
important that there should be close supervision of educational 
standards and imposition of such ethical regulations as can be enforced. 

In Britain, the General Medical Council was established more than a 
hundred years ago with wide powers of control over medical discipUne 
and the courses of instruction and examinations that must be takeii in 
order to obtain rhe qualifications registerable under the Medical Acts. 
The council itself appears to be a rather unwieldy body, consisung of 
twenty-eight representatives chosen by various universities and colleges, 
eleven members elected by medical practitioners, and eight members 
nominated by the Crown. Five of these members are from the Republic 
of Ireland. 

The General Medical Council now appears to be more concerned 
with the objectives of medical education tiian with the means by which 
these objectives can be achieved. Its recommendations are couched m 
such general terms that the medical schools have wide latitude in 
planning their curricula and in the conduct of examinations. The 
Ibuncil does not conduct its own examinations but keeps a watching 
brief on those of the medical schools (34 J 5). 

The General Medical Council is responsible for die registration of 
those qualified to practice and one of its most important funcuons is 
jurisdiction over matters of medical ethics, the standards of which are 
rigidly enforced. If a registered practitioner has been convicted ot a 
criminal offense or is judged by the disciplinary committee of the 
council to have been guilty of serious professional misconduct the 
council may erase his name from the medical register or suspend his 
registration for a probationary period. This duty of the General 
Medical Council is pursued energetically and has a sigmficant effect on 
the ediics of the medical profession. 

The Royal Commission on Medical Education (44) made die sensible 
recommendation that the General Medical Council should also be 
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responsible for tlie registration of specialists, but tJiis has been opposed 
by various professional organizations. 

The regulation of standards in the Scandinavian countrlus, Ireland, 
and New Zealand (36) is conducted along the same general lines as in 
Britain. The United States, Canada, and Australia, vvith their federal 
constitutions, have a rather different problem since the setting of 
standards is the responsibility of individual states or provinces rather 
than of the Federal Government, 

In order to practice in the United Slates, a physician must have 
graduated from an approved medical school and must obtain a license 
fnmi the state in which he intends to practice. To get tJiis license, he 
must satisfy varic;us personal and training recjuirements and pass an 
examination. The one usually taken by recent graduates is set by the 
National Board of Medical Examiners and is accepted by 42 of the 50 
states. The examinaticm is based on multiple-choice questions designed 
to test the knowledge of students as they graduate from their medical 
schools. The board provides the medical schools with an analysis of the 
performance of their students in the various subjects and of the 
standing of the school in relation to the national average. This gives not 
only an indication of general standards but of areas in which 
performance is good or bad. This information is of particular value in 
medical schools Uiat have introduced drastic changes in their curricula. 
The principal hazard of an examination of this kind, taken in common 
by all or almost all medical schools, is that teaching becomes a cram 
course oriented toward a good performance in the examination. I 
believe that this hazard has been avoided in the United States and 
Canada through the anonymity which is rigidly observed in the 
dissemination of results. No medical school knows the performance of 
any other medical school and this secret is well kept {38,41), 

The lines of responsibility in the United States for the standards of 
undergraduate and graduate education are now clearly defined, In 
1972 the Coordinating Council on Medical Education was established 
by the American Medical Association, the Association of American 
Medical Colleges, the American Board of Medical SpecialtieSj the 
American Hospital Association, and the Council of Medical Specialty 
Societies, with representation from the general public and the Federal 
Government. Responsible to this council are the Liaison Committee on 
Medical Education, the Liaison Committee on Graduate Medical 
Education,, and a Liaison Committee on Continuing Medical Education, 
which was established in 1974. Each of these is responsible for 
inspection and official accreditation in their respective areas of medical 
education (138). 

The most effective safeguard in maintaining sausfactory standards of 
medical education in North America is the periodic inspection of 
medical schools. The Liaison Committee on Medical Educadon is the 
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official agency for att i t'ditation of medical schools in the Uiiited States. 
Representatives of this committee visit all medical schools at intervals of 
& to 7 years and. after a searching inc|uiry. make a confidential report, 
a copy of which is sent to the medical school. This report describes in 
no uncertain terms any deficiencies that may have been found and may 
indicate improvements thai must be made if accreditation is to be granted 
or continued. This liaison committee, since 1942, has been largely resp()n- 
sible for maintaining the high standards of medical education m the 
United States. The Uaison Committee on Graduate Education m the 
official accrediting body for graduate training (138). The American Board 
of Specialties ccwrdinates the acfifities of 20 speaalty bmrds m the 
various specialties (39,40). These are discussed in Chapter II. 

In the United States there is not die same clear-cut separation of 
specialists, who are consultants, frtm general practitioners, who are 
responsible for primary care, as there is in most European countries. 
Many specialists engage in family practice and many general praction- 
ers, without any special (lualifications, claim to be specialists in the area 
of their own particular interest; the estimate that specialists have 
increased from 17 percent of those in practice in 1931 to 77 percent in 
1969 must be taken in Uiis context (41). In 1972 only 17 percent of 
active physicians claimed to be in general or family practice (142)- _ 

The ethical standards of the medical profession are controUeo by the 
state licensing boards which can revoke the license tt) practice. The state 
and county medical societies and the American Medical Association are 
also concerned and, althciugh the only penalty they can impose is 
censure or expulsion. from the society, this is a public insult which can 
hardly miss the attention of the state licensing boards. Slate licensing 
boards generally appear to be c.jncerned mainly with cnminal conduct 
or moral turpitude of members of the medical profession in their own 
state "Only 15 states permit a license to be challenged on the grounds 
of professional incompetence" and "only 8 states have provisions of law 
diat will permit them, after hearings, to act against a pracuuoner whose 
license has been revoked in another state." (146). It obviously would be 
in the best interests of the public to have uniform standards of medica 
practice and of medical ethics throughout the country. In a federal 
system there may be obstacles to this uniformity but they are not 

insurmountable. . j j 

In Canacia the regulation of professional standards is conducted 
along the same general lines as in the United States although it bears a 
superficial resemblance to the British system. Under the Canada 
Medical Act (42), the Medical Council of Canada includes two members 
.represenung each of 10 provinces and one member from each of the 
medical schools. It keeps a register of medical practitioners and 
conducts an examination of (lualification at levels acceptable to all the 
provinces of Canada, provided the candidate holds a medical degree 
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approved by his own province and iatisfies its regulations. TTie majority 
of provinces also have reciprocity with the General Medical Coundl of 
Great Britain and a few, with the NaUonal Boards of the United Smim. 
However, these physicians do not qualify for the Medical Register nor 
are their qualifications transferable from province to province! Periodic 
inspections of the medical schools are conducted jointly by the 
Canadian and American assodations of medical colleges along die same 
lines as in the United States. 

The repstradon of specialists is left to the provinces but all except 
Quebec, which has its own examinations, accept the specialist qualifica- 
tions of the Royal College of Physicians and Surgeons of Canada. 

Apart from convictions under the criminal code, the maintenance of 
ethical standards is left to the provinces although the Royal College of 
Physicians and Surgeons of Canada can rescind its specialist qualifica- 
tion. 

Australia has no national medical coundl or board responsible for the 
registration of those qualified to practice medicine or for the mainte- 
nance of ehtical standards. I met no one who doubted the desirability 
of such a coundl, the formation of which is opposed by at least one of 
the states in Australia. Each state now has its own board, appointed by 
the state government, which prescribes the conditions for admission to 
its register and which is responsible for discipline within the profession 
in the state. Only Queensland has attempted a register of specialists but 
the standards of training required are low. The general practioneo 
jealously guard their right lo take part in any specialty including major 
surgery. What makes this reacdonary ouUook tolerable, in the cides at 
least, is the insistence of the larger hospitals on adequate standa^s of 
qualification and training in all stafT appointments. With the intmduc- 
tion of a standard schedule of fees in 1970, the general pracutioner^ 
were violently opposed to any preferential scale for specialists. ^ 



DISCUSSION 

One of the weaknesses of the federal system is that it can be 
difficult to reconcile with situations where uniform standards are 
obviously in the best interests of the community. This is particularly 
true of the medical profession where the only secdon of the community 
that benefits from the control of professional and ethical standards by 
individual states or provinces is the small segment whose vested 
interests are involved. This fragmented approach will make even less 
sense when registration of specialists becomes an essendal part of any 
health service. 

The most reasonable and orderly system of regulaUon of professional 
standards and ethics is the one adopted by Britain, but the United 
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States and Canada lead in the use that is made of regular and thorough 
inspection of the medical schools to ensure that dieir standards are 
maintained. They are also ahead in the confidenual use that is made of 
the National Board examinations to inform the medical schools of their 
standing in the various subjects in relation to the national average. 

In all of the countries I visited there was a general conviction that 
their own family doctors and specialists were the best. All could not 
right, but 1 know of no reliable method of making a comparauve 
assessment In North America specialiEation is more highly developed 
than elsewhere and the student is more likely to have a sound 
knowledge of the academic background of medicine. He will have had 
less clinical experience than his counterpart in Europe, but this will be 
compensated for after graduation by a better Organized residency 
U'aining program. 



Chapter 4 

MEDICAL SCHOOLS 



When flnandal amtrol of the universities is wholly in the 
hands of the government, and dineruniiation beiween private and 
public medical schools becomes insignificant. Thus, thu United States is 
one of the few countries where this difference still has some meaning. 
In 1961 the number of privately owned medical schools was 44, rising 
to 49 in 1974-=75, During the same period, the number of schools 
owned by the states had increased from 37 to 66, making a total of 115 
' medical schools. The average enrollment in the first year was 128 in the 
private schools and 129 in the public schools (137 J 38 J 39), The 
individual states have a considerable degree of authority over their 
^^public" universities, some of which have boards of governors or 
^ regents" elected by the state legislature which determine the functions, 
educational activities, and academic programs of the consutuent institu- 
tions and the types of degrees to be awarded (43). In some of these 
medical schods, a detailed budget has ia be submitted to the legislature 
which is a line by line budget leaving little or no room for 
maneuverability. This budget rigidity, which has been discarded by 
most other countries, tends to inhibit change, since continuing support 
for developments that have already been established can readily be 
obtained, even if redundant or inefficient, while support [or new and 
more desirable developments may be given only if expansion can be 
afforded. Any deviation from the budget that is submitted may require 
official permission and this may be a time-consuming procedure. It is 
often mainly from fees for professional services that these medical 
schools derive the flexibility which is essential for healthy development. 



THE RELATIONSHIP OF MEDICAL SCHOOLS TO 
THEIR UNIVERSITIES 

The relationship of medical schools to their universities 
varies from one extreme in the United States, where most medical 
26 
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schools arc largely iiulcpcndcnt financially of their parent universities* 
to tile other extreme in Australia where dependence is almost complete. 
In the United States, many medical schools of private universities are 
completely independent financially and are sometimes many miles 
distant from their parent university, while state universities may have 
several medical schcK)ls each directly or indirecUy responsible to the 
state government for its budget and development. In general, the 
universities appear io be only too glad to be rid of the heavy financial 
burden and other complications of medical education and the medical 
schools have^ flourished under this arrangement. The Karolinska 
Institute, which is Sweden^s largest and perhaps most famous medical 
school, since its foundation in 1810, has been an independent medical 
institution with no affiliation with any university although il awards 
degrees and creates chairs. In other Swedish medical schools the 
separation is almost as complete, with control largely In the hands of 
the Swedish Chancellor, whose appointment is a political one. His 
office, which, is virtually a government department, controls the 
admission of students, academic appointments, new developments, and 
the curriculum, but fortunately there is a tradition that the advice of 
professional bcsdies and expert committees should be openly sought and 
ft)r this reason welUinformed decisions are usually made. There is, 
however, considerable discontent over the uniformity which comes 
from this type of cc)ntrol {20). 

In Britain the medical schools, except those in London, are closely 
linked with their universities, Ijoth administratively and geographically. In 
London there are 12 medical schools based in hospitals some of which had 
their origins in the 1 2th century. These 12 medical schools supply more 
than half the medical graduates in England, some of whom take the 
examinations of the University of I^?ndon and others, the examinations of 
Oxford or Cambridge or the Royal Colleges of London. Traditionally, 
these medical schools have been dominated by practicing physicians and 
surgeons and' it was not until after World War I that any significant 
attachments to the University of London were developed. These have 
remained tenuoua.and in some of the London schools a tradition is still 
maintained that no fulUtime university professor may be dean. The uni- 
versity has some control over the curriculum and over academic appoint- 
ments and provides financial support dirough the University Grants 
Committee. What is now proposed is the amalgamation of these medical 
schools into pairs, each admitting about 200 students and becoming an 
integral part of one of the multifaculty colleges of the University of 
London. It seems likely that, for geographical reasons, only five pairs will 
be amalgamated, leaving London with seven medical schools (44). Outside 
of London the administration of medical schools is closely linked to their 
parent universities. The same is true of Canada, Australia, New Zealand, 
Ireland, Denmark, and Norway (18). 



3.9 



28 



Medical Educatidn and the State 



DISCUSSION 

Although many distinguished medial schools in the United 
States and Sweden are largely financially independent of their parent 
universities, it is also true diat the medicaJ schools in the United States 
and Britain that were not part of a university have deteriorated and 
have finally disappeared, If academic and edu^tional standards are to 
be maintained, it seems important that a medical school should be 
affiliated with a university, There may also be cultural advantages in 
having both staff and students close to the other faculties of a 
university, but the extent to which this advantage is used Is much less 
than is generally supposed. What is' beyond question is that- radical 
schools can flourish both academically and in research without being in 
close proximity to their parent universities- 

The advantages of geogmphiral proximity of the medical school to 
its parent university is debatable from another angle. The number 
of those that are medically qualified in the preclinical departments 
has been steadily diminishing and some now have no such qualifica- 
tions. The contributio'n of these departments to students in science 
faculties has also been increasing, with medical students often repre- 
senting about 50 percent of the teaching load, sometimes only 25 
percent. In the medical schools of the United States only about 40 
percent of the teaching load is devoted to undergraduate medical 
students (45). The academic orientation of many of these basic sdence 
departments is turning toward the faculty of sdence, but there is also 
the financial attraction of higher salaries and the more generous 
support which is given to research in the faculty of medidne. 

Basic scientists, particularly those who are not medically qualified, are 
rarely equipped to discuss the application of their subject to the 
problems of disease. Thus, either this important educational contribu- 
tion must be omitted or the help of clinicians, who have the necessary 
knowledge of the physiological and biochemical background of dieir 
spedalty, must be sought. In some medical schools physiologists teach 
only the general prindples of physiology and neurophysiology, while 
clinicians are responsible for its application to the various organs and 
systems. For this arrangement to be effective, the basic science 
departments should be in close geographical proximity to a prindpal 
teaching hospital. 

An alternative is to complete the separation of the basic sciences from 
the teaching hospitals by transferring the preclinical departments from 
the medical school to the faculty of sdence on the main campus (10), 
This is already being dohe in varying degrees and in different ways in 
several medical schools. As part of the premedical course, students 
study human or mammalian physiology and biochemistry, with litde or 
no reference to disease, but this knowledge will be of little use unless it 
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is later applied to the problems of medidne. In order to do this, the 
clinical school must have a sufficient number of clinicians with an 
adequate knowledge of the physiological, biochemical, and anatomi:^ 
background of their spedalty to relate it to all the organs and syitems. 
This load, which is discussed more fully in the section on the 
curriculum. faUs most heavily on the department of medicine. 

There are many advantages in geographical proximity of the 
university and itB medical school, but a serious disadvantage arises 
where die university campus cannot be close to one of its principal 
teadiing hospitds. Separation of the medical schml from its teaching 
hospital by a distance of more than about a mile raises difficult 
educational problems, particularly in intepating the curriculum and in 
demonstradng the applicadon of die basic sdences to medicine. The 
ideal is to have the univeoity, medical school, and teaching hospital m 
reasonably close proximity. Where diis is not possible, the medical 
school should be near one of its prindpal teaching hospitals. 

With the increase in students entering medical schools, many now 
have several fully equipped and fully staffed teaching hospitals, each of 
which could be called a clinical schTOl Only one of these need be near 
the medical school while the others can, without any significant 
handicap, be at a considerable distance, Extremes of this separadon of 
: clinicd school from its parent medical school are.to be found in Sweden 
and also in New Zealand, where a flrst-dass medical school in Dunedin 
successfully operates a satellite clinical school in Christchurch, 200 miles 
distant This clinical school has its full complement of academic staff 
and research fadlities in both the clinical and paradinical subjects. 



THE OFFICE OF DEAN 

The office of dean differs in medicine from most other 
faculties. In medicine die dean usually has to hold the loyalty of many 
faculty members who are paid little or nothing by the university but 
who play an important part in teaching. He is involved heavily in die 
complex relationships between die Department of Health, die hospital, 
and die university and should represent die iiniversity on boards of Uie 
leaching hospitals and other professional bodies. In addition to diese 
heavy dud^, he is, placed in a key posiuon at a time when medicine 
md die techniques of medical educauon are changing at an unprece- 
dented rate. 

In Britain, Ireland, and S^ndinavia, die dean is usually die head of a 
department and l^Jelected by the faculty as their part-time dean for a 
period of 2 or 3 years. He is ^ven little assistance and is usually not 
expected to make important dedslons. It is not surprising diat the post of 
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dean is one thai is often accepted out of a sense of duty rather than 
inclination. Decisions even on matters of minor impbrtance are made by 
committees rather than by, the dean. This is timc-consuniing for all con^ 
cerned and tends to inhibit change since it is usually the conservative 
elements of the siaff that are in the majority. In Edinburgh, which has 
been followed by several other medical schools in Britain, a full-time 
executive dean has been appointed who is responsible to the part-time 
dean elected by the faculty. Unlike the fulUtime dean in North America, 
he is in a subordinate position. In New Zealand and Australia about half 
the deans serve full time. This is a recent change which usually has been 
associated with more deleption of authority than in North America. 

In the United Slates and Canada, the dean is almost always full time 
and has a wide range of authority over the affairs of the medical 
schooL He controls the faculty budget, usually with the backing of a 
budget committee, and heads of departments must seek his approval of 
academic promouons and new appointments. To help him in his work 
he may have a team of part^-dme assistant deans responsible for such 
areas as the curriculum, student affairs, graduate studies and research, 
continuing education, residency training, and the selection of students. 
He also will have one or two senior executive officers and a secretariat. 
With this range of audiority, the wrong man as dean can be a disaster 
and for this reason he usually is chosen by the same process as 
departmental heads but with even greater care. His appointment is 
usually from 1 to 5 years with eligibility for reappointment. 

The full-time dean, with a wide range of authority over the affairs of 
the medical school long has been a characteristic of American medicine. 
It was the dean who held the purse strings but this hold became less 
secure in the 1960's when chairmen of departments gained a considera= 
ble degree of nnancial independence through the individual support 
given by federal research grants and, in the clinical departments, from 
fees for services. These departments came to depend, to an increasing 
extent, on their own research grants and earnings and many expanded 
without ade(|uate attention to the hazards of ''soft money." With the 
reduction of research grants and phasing out of training grants 
discussed in Chapter 1, departmental independence is becoming less 
secure although it is being maintained in some clinical departments from 
fees for service. 

In some medical schools in the United States and Canada, the 
intrcxluction of a more democratic system has broadened the process of 
decision-making and also slowed it down. This usually has reduced the 
authority of the dean or reduced the authority of departmental 
chairmen with a corresponding increase in the power of the dean. 
Often the introduction of democratic principles is more apparent than 
real, except perhaps in exposing more readily any Jnade(|uacies in a 
department head or dean. What most people prefer, and what I believe 
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is most effective, is a dean with wide executive authority who can be 
criticised at faculty meetings fcjr any decision he makes and who must 
have the agreement of his faculty tefore making any major decision. 
He should be full time and appointed for a limited period, with 
eligibility for reappointment. 



RELATIONSHIP WITH OTHER HEALTH 
PROFESSIONS 

Particularly in the United States and Canada, there have 
been pressures on the medical schools to contribute to the problems of 
health care delivery by bringing together the health professions and 
medical auxiliaries in a way that encourages them to svork as a team in 
caring for the sick. To promote this integration, at least six of the 

vmedical schools in Canada and many more in the United States have, 
or will have, health science centres which bring under one roof the 
various disciplines that are involved. To make this coordination 
possible, some form of central administration seemed to be indicated. 
Since schools such as those of dentistry, public health, nursing, 
pharmacy, and physiotherapy are usually reluctant to lose their 
autonomy by becoming subservient to the Dean of Medicine, it has 
become fashionable in the United States and Canada to create a vice^ 
president or vice-principal of health sciences with overall authority in 

' these areas. In 1972, 45 medical schools had a vice-president of health 
affairs, or its equivalent, as well as a dean, and in another 17 schools 
the dean also held the title of vice-president. In 51 medical schools, 
including most of the more prestigious, there was no vice-president of 
health affairs (46), These tides are not just a matter of semantics but 
represent a real difficulty in deciding how to introduce overall authority 
to coordinate the schools and faculties dealing with health affairs, 
without impairing the authority of the dean of medicine over what is 
the most important and complicated component of the health sciences. 
In some medical schools an ill-defined division of authority between 
vice-president and dean has led to uncertain lines of communication 
and to the instability that derives from divided leadership. The result 
of this can be disastrous which is why 17 medical schools, including 
several of the best known, have consolidated these titles in one person. 
If the dean of medicine also hcjlds the tide of vice-president for health 
sciences or health affairs, the other deans rarely object to his being the 
utular head of the health professions complex, while the faculty of 
medicine is left with a single leader to whom there are clear-cut lines of 
communication., . ; 

The same problem exists in Canada where six out of sixteen medical 
schools have a vice-president or vice-principal fc)r health sciences but 
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the impression given is that this number will decrease rather than 
increase, mainly because of the difficulties which arise from dual 
leadership. The University of British Columbia has made an oripnal 
approach to this problem by appointing a full time "coordinator*- of the 
hralth sdences who is directly responsible to the university. He has his 
own independent budget and is responsible for facilities which serve all 
of the health sdences but has no authority over the conduct or budgets 
of the various faculties and schools involved. 



HEADS OF DEPARTME^S 

In Europe, a professor is almost always the head of a 
department, while in North America most departments have seyeral 
professors, sometimes a dozen or more, one of whom is the head or 
•^chairman." The method of making thete appointments is also 
different. It is a tradition in most West European universities, and in 
some a rule, that all vacancies in universftf po^ts, including cHaira 
be advertized and it is usually assumed that the appointment will be 
made from among those who apply. The selection committee rtiay be 
allowed to make an appointment by invitation but this is seldoni done 
since it is taken as an indication that none of the applicants met the 
standard required. The care with which tiiis selection is made vMies. it^ 
is probably greatest in Sweden where membership on a seleetibn 
committee is recognized as an onerous task that might occupy a 
considerable part of the individuars time over a period of several 
months. TTie advanteges claimed for open advertisement are that it 
gives equal opportunity to those seeking promotion and is die simplest 
method of insuring that the field of potential candidates is covered. A 
major drawback is that the medical school may not get the beat person 
available. Since applications are not confidential, a person with a senior 
appointment is unlikely to publicize the fact that he is applying for 
another position unless he has some assurance that he will get it. This 
tends to impede the healthy and competitive flow of talent from one 
medical school to anodier. 

In the United States and Canada, applications for senior ap»point^ 
ments are only rarely invited by open advertisement If the chairman- 
ship of a department becomes vacant, the usual procedure is for the 
dean to consult members of the department and to write to leaders in 
the relevant field asking for nominees. These are considered by ah 
appQintment committee which may recommend an appointment at . this 
stage or may prepare a short list of those who should be asked to visit 
the department and be interviewed by members of the selection 
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? committee. It is this system which encourages the free flow of senior 
steff from one university to another. 

The heads of preclinical departments have die same reiponsibiUues 
in most countries although in North America they are perhaps given a 
greater degree of authority over new appointment and promotions. 
IHie greatest difference is diat in Nortli America the department head 
U usually appointed for a period of 5 years or less, while in odier 
countries he has security of tenure as head of his department until he 
reaches retirement age. One hazard of this security of tenure in 
positions of authority is that there is no remedy for the deterioration of 
a department that follows inefficient leadership. With the right person, 
security may generate a sense of responsibility, but it may have the 
opposite effect. To run an efficient department and to bring teaching 
and methods up to date involve a great deal of work and may raise 
quritions on the need for new equipment and more staff. It is always 
easier not to change, leaving the impression of efFordess efficiency and 
leaving more time for the head of a department to devote to his own 
interest. Another hazard is that the interests of die department may 
become restricted to the field of researth that interests the professor, a 
narrow oudook which influence what the student is taught. There can 
be little doubt that these defects are widespread in Britain, Australia, and 
perhaps to a lesser extent in Scindinavia. It is difficult to see how they can 
be resolved unless the system is changed. The change that is needed is not 
a drastic one; it would involve a limitetion of security of tenure in positions 
of authority, a limitation which has been imposed without difficulty in 
other countri^.^ Where this is done, the position of a professor and his 
salary should remain secure, but the appointment as head of a department 
should be only for a limited period which could be renewed. This is 
seldom a hardship bemuse many inefficient heads of departments are 
individuarists who would prefer to hand over administrative chores to 
others, allowing them to devote their time to their own work: There 
would, of course, be added expense since more professorid appointments 
would have to be made, but a good case can made for this since the size 
of medical schools is increasing everywhere. 

There are fundamental differences in the clinical departments in the 
countries 1 visited. In Britain and most Australian universities, the 
professors in the principal clinical subjects control only a small fraction 
of the beds in teaching hospitals. Tliis fraction usually is called the 
professorial unit, which is only one of several unite or "firms" in a 
clinical division controlled by the part-time staff* The professor is 
technically in overall charge of teaching, while the chairman of the 
division,who is elected by the staff, is more likely to be concerned with 
clinical and professional matters than with the promotion of academic 
developments in the teaching hospital. In matters of policy and of 
detail, the professor has only one vote among several, and die other 
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voters are mainly concerned with consulting practice. The problems 
that can arise from this division of authority are discussed in the section 
on Inching hospitals. 

In the United States and Canada, chairmen of academic clinical 
departments are the heads of the corresponding department in the 
principal teaching hospital or, if there are several, in one of them. They 
are given extensive powers over departmental policies, new appoint- 
ments; and promotions in relation to both hospital and medical school. 
To insure against the obvious hazards of this hierarchical system, the^ 
dean and the chairmen of departments are appointed for periods 
which may vary from 3 to 7 years, but most commonly are for 5 years/ 
They can be reappointed, but only if they have earned the support of 
their faculty or department. This is usually an adequate stimulus to 
ensure that deans consult their chairmen and chairmen consult their 
departmental staff. This arrangement, with the safeguard of iimited 
tenure, works smoothly and effectively although, of course, poor 
appointments are somedmes made. Lack of effective leadership is a 
more common complaint than arbitrary or despodc leadership. It 
remains true that a poor chairman can .quickly ipoil a good depart- 
mcnt. ■ ■ ■ ■ ' .... .. 

In Scandinavia the organlzaUon of clinical departments has features 
in common with both Britain and North America/ Each clinital 
professor has his own clinical department with security of tenure until 
retirement age. With the progress of specialization, this has resulted in 
a proliferation of independent departments and a degree of fragmenta^ 
tion of the major clinical disciplines that is causing concern. To 
radonalize the problems involved in dealing with so many departments, 
they are being arranged in six or seven groups," each with a head who 
would correspond with the "chairman** in North America. 

It has been said that the authoritarian system of North America is 
undemocratic, but the word democracy can be interpreted in several 
ways. In England and Australia the heads of departments and the 
heads of "units" and "firms" in teaching hospitals have more or less 
absolute security in the continuation of their position of authority. 
Security of this kind can be associated with benign and efficient 
leadership, but It can be just as readily associated Avith inefficient 
despotism. Authority with security of tenure can be very undemocratic, 
while authority without this security can survive only if it has the 
backing of those who are being led. Security of tenure should not be 
expected in administrative posts since the purpose of tenure is to 
protect academic freedom, not to provide job security. 

In some medical schools an integrated curriculum has reduced the 
authority of department heads over the teaching of their subject. With 
integraUon, the teaching of each system has sometimes become the 
responsibility of an interdepartmental committee, the members of 



^ig^liicH arc chosen usually by the dean or by a committee chaired by the 
;%i;;dean. It is this interdepartmental committee that decides what will be 
^Btkught: Md who will teach* often without reference to department 
^Ijiieacls. Less frequently, research is also controlled on an ihterdepart- 
^i:mehtal basis. An example of this interdepartmental control of teaching 
S? ^. and research is given in Appendix II 
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STAFF 

[':} In the preclinical departments the staff.istudent ratios are 

: _ difficult to establish since the contribution these departments make to 
• odier faculties and training schools varies from none to 75Zp€rcent of 

their dme. In the medical schools of the United States* it has been 
, estimated that less than half of the teaching load is devoted to 
||R undergraduate medical students (iitf). 

In the clinical departments these staff:student ratios have more 

meaning*, although the time devoted to research and to the teaching of 

graduates and students in other health professions varies considerably 
^ and is not taken into account. These ratios in some of the countries I 

visited are given in Table I (^^j^7,4S)= The United States has a clear 
:■; lead in full-time clinical staffs followed closely by Canada and Sweden r 
y It is unlikely that the distribudon of part-time staff is of any pardeular 
|j& significance since in some medical schools this amounts to a courtesy 

dde with litde or no involvement in teaching. 

;V; . Table I^ParMlme and FuU^time Clinical Teacheri 
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Great Britain (1966-67) 


6.687 


1.629 


419 


2,048 16 3 J 


Ji. , U.S.A. (1967-68) C) 


16.252 
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S Canada ( 1 mdST) ('») 


1.962 


1394 


640 


2334 3.1 0.8 


■ Sweden (196g-69) C") 


1310 




828 


^ 2J ^ 


ip'Auiiralia (1970) (f) 


2.50.5 


1.349 


254 


1.603 9.9 J. 6 



Includes those with limited. private practice within the hospitaL 
■' Rcf. 44. 

■ Re f, 47 (No figures given for part-lime teachers). 
= '! Ref. 48. 

■r *' Includes students in 4th. .5th. and 6lh years of study and 450 Assistant Phyilcians 
(Pers. comm.). 

^•^ ; ^ Data obtained from 7 of the 8 Australian medical schfiols. 

V: '. Note: In some countries ^ore recent figures are available, but to use them would 
^j^o};"^ make comparisons leM meaningful/ 
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Except in the United States, fulUtime staff are paid by the 
government which controls directly or indirectly these staff.'student 
rados. Most of these countries also depend on part-dme teaching staff 
paid either on a sessional basis or through fees for service. 

The number of full-time clinical staff is increasing everywhere due to 
a variety of factoid such as the needs of the specialtieSi the restriction of 
private practice in some countries, and in others the increasing 
attracdon of fuU-dme appointments financed by the government or 
from fees for service. Some of these factors are discussed in greater 
detail in Chapter 7. The high incidence of fulUdme clinical staff in the 
United States is due pardy to the generous support which is pven to 
research. 

One difference in the countries I visited was the financial independ- 
ence of medical schools from their universides in the United States, 
Sweden, and, to a lesser extent, in Canada, in contrast with the financial 
dependence of the other countries. It may seem paradoxical that it is 
the group with financial independence that has the highest propordon 
of fulUdme clinical teachers, the greatest involvement in research, and 
most emphasis on the sdentific background of medicine in the clinical 
curriculum. One reason for this difference may be that financial 
independence allows the government to give medical educadon the 
support it needs. 

l am not suggesdng that medical schools should not have_a_close 
academic dependence on their parenLuniversides. In the United States 
and more recenUy in Britain, all those widiout this academie Hepend= 
ence have not survived. The only exception in the other countries 1 
visited is die Karolinska Institute in Sweden but since it was founded 
early in the 19th century, this institute has become, in many ways, the 
equivalent of a university. 



FACILITIES FOR TEACHING AND RESEARCH 

In the countries I visited, the facilities provided in most of 
die teaching hospitals in North America are equalled only in Sweden. 
Pardy because of the conditions of federal aid in both the United States 
and Canada, the standards of new construction have been maintained 
at a high level wiUi one-, two-, and four-bedded rooms, ample space for 
ancillary services, and generous provision for research. In a survey of 
25 medical schMls in the United States,.the median space provided for 
teaching and research in departments of medicine, surgery, and 
pediatrics was 24,000, 20,000, and 11,000 square feet, respectively, in 
areas eidier widiin or close to the teaching hospitals (IJ), In depart- 
ments of physiology the area provided was 13,000 square feet, 
.including teaching laboratories. 



% In eight of the Canadian madical schools I visited, the space given to 
J;,^; departments of medicine for research averaged 23300 square feet* 
jlJ^compared with 9,600 for physiology. This b in line with a survey made 
^ the Medical Research Council of Canada in 1968 (110) which 
S indicated that in Canadian medical schools the average research space 
in net assignable square feet was 32,000 divided among the basic 
.f"? (preclinical) sciences, 16,000 in the 'paraclinical sciences* 29*900 in 
|s ' medidne and the medical spedalti^, 9|900 in surgery and the surgical 
k vspedalti^, and 8,800 in n^ultidisdplinary laboratories, making a total of 
^■;v 95*800 square feet. It was estimated that diis total would increase to 
S 217,000 square feet in 1972^3. These averages were for the 14 
fc^ medical schools existing at that ume, including two that were new and 
; not fiiUy developed* 

In 1967 the average sums received by Canadian medical schools as 
^wgjants for research from various a^ndes amounted to $654,000 in the 
Hi^'i predinicar sdences* $260,000 in the paraclinical sdences, $510,000 in 
medidne and the medical spedalues, and $165,000 in surgery and the 
n surgical spedalues* making an average of $1,589 million for each uf the 
JF^- 14 medical schools. Fifty-eight percent of these funds were from federal 
; .soiirc^ (30J11J12), In the same year, the average for" research in 89 
medical schools in the United States was $5 J 17 million* 82 percent of 
^ which c^me from federal funds. Support for research is on a more lavish 
^ scale in the Upited Stat^ than in Canada, but in both of these countries 
1 the emphasis on diniod research is much greater than it is elsewheri^. The 
' roo^" df this difference lie in the structure and staff of the departments 
themselv^. In Britain and Austmlia, the academic clinical departments or 
/ professorial units are only a smaU part of the departments of medicine in 
^ the teaching hospitals, while in North America the dinical and academic 
departments are united as a single entity. Partly for this reason there is a 
much larger number of fulUime a^demic appointments and greater 
emphasis on research. A byproduct of this* which has wide educational 
implications, is that most medical schools in North America have a 
variety of spedalists who* in addition to clinical expertise* have a working 
knowledge of the basic sdenc^ applicable to their specialty. The contnbu- 
lion which these individuals make to integration of preclinical and clinical 
' subjects is discussed in the sections dealing with undergraduate education. 

In the suirey of 25 medical schools in the United States referred to 

above (55), the median numbers of beds available for teaching in the 
fj t departments of medidne, surgery, and pediatrics was 457, 459, and 

123, respectively. With a median of 82 students in the clinical years, 
r these are remarkably high figures but they Jnclude affiliated hospitals 

used more for the training of Interns and residents than undergradu- 
.V ates. In the 22 schools I visited in the United States and Canada, the 

number of beds controlled by the department of medicine in the 



38 Medical Education AND THE StXte 

teaching hospitals that take an active part in undergraduate teaching 
was usually between 1 50 and 300. 

Emphasis on the relevance of the patient's circumstances to his 
disease and the impact of his illness on his family rightly are being 
stressed by those who believe that medical education should be oriented 
to the family and comJEPunity. If these and other social implications of 
disease are to be a p^rt of medical education, provision for this kind of 
discussion must be made in close proximity to the wards. This is 
discussed more fully in Chapter 7, The space provided in the United 
States arid Canada for teaching in the wards varies from none to one 
teaching room for every 10 beds, the latter being considered ideal. It is 
difficult to state an average, but from the figures I was given in the 21 
medical schools I visited, there Is about one teaching room for every 20 
beds. This usually was considered inadequate. 

In new construction of teaching hospitals, the Ministry of Health of 
Ontario has recommended three seminar rooms, a student room* and 
four multipurpose rooms that could be used for teaching for each block 
of 60 beds {59). This realistic yardstick or its equivalent is being used in 
the construction of several new health centres in Canada. These 
facilities are usually provided by the teaching hospitals which are also 
responsible for their maintenance, „ 

In Britain the Dean of Medicine at the University of Newcastle, who 
Is now its Vice Chancellor, wrote as follows: "it would be hard to find a 
more telling example of public sc|ualor in an affluent society than the 
appalling physical conditions under which distinguished physicians and 
surgeons are expected to teach and practice twentieth century medicine 
than in some of London's most famous hospitals. ^ ■ ■ It is paradoxical 
that the two decades that have witnessed the greatest scientific advance 
in the history of medicine have also seen a decline in British hospital 
building unparalleled during the preceding century," (113), This may 
seem an exaggerated statement of the misfortunes of the teaching 
hospitals, but l am sure it is true. 1 am also sure that these troubles are 
not confined to the medical schools of London. Space for teaching and 
research and for developing the new frontiers of medicine is equally 
deficient in many of the teaching hospitals in the provinces and in 
Scotland (114). Some are better off than others and in these it is usually 
found that the space was provided either from endowments or from a 
foundation. This is a deficit which has accumulated over the past 25 ^ 
years and which cleariy shows a lack of perspective in establishing 
priorities. To contrast the teaching hospitals of Great Britain with those 
of Scandinavia, North America, and other countries Is a depressing 
experience. 

The Royal Commission on Medical Education has stated that "the 
undergraduate years can be regarded solely as part of the basic 
university' education in medicine," (^^), If this outlook Is to be 
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^ implemented, adefjuaie facilities for seminars and discussion groups 
should be available in die teaching hospitals. There should be rooms 
immediately adjacent to the wards for the kind of open and frank 
discussion which cannot or should not take place by the bedside. In 
most of the teaching hospitals I visited these facilides were lacking. 

The space available in Britain for research in clinical departments is 
usually considerably less than in the preclinical departments, which 
seems paradoxical in a country that is stressing the Impqrtahce of 
applied research. In Britain the space for research given to depart- 
ments of medidne is a small fraction of that given in North America, 
while the space for physiology in these countries is about the ^me, 

What is generally referred to as the Pater formula describes the 
responsibilities of the University Grants Committee and the Department 
of Health and Social Security in providing facilities for teaching and 
research in teaching hospitals (50). This description is in such genera! 
terms, however, that it is difficult to assign responsibility for the 
defidencies that are so obvious. The responsibility for operating cosu in 
areas that are shared by the university and the hospital is also often 
dis putedi particularly in latoratory areas j since ho general guidelines 
are given; In the two new teaching hospitals, however, a schedule of 
accommodadon has been agreed at interdepartmental levels which sets 
out in some detail what should be provided. For each ward block of 60 
beds the hospital will provide a clinical research room of 400 square 
feet and a teaching unit of 700 square feet which is perhaps adequate 
but certainly not extravagant The university will pay tlie hospital for 
the upkeep of the areas it has provided. 

"In Sweden most of the teaching hospitals have been built or 
completely renovated since World War 11. Facilities for teaching and 
research that are' provided by these hospiials are very good and 
compare favourably with the average in North America. There are 
usually three or four patients to a rcx>m, and it is unusual to have more 
than six. Rarely is there any deficiency in accommodation for students, 
including seminar rooms and rooms adjacent to the ward for clinical 
discussion. 

In general, the space devoted to research in the teaching hospitals is 
also generous, any deficiency usually being due to the unambitious 
outlook of the head of the department when the building was planned. 
In the teaching hospitals, as in the preclinical departments, research is 
high on the list of priorities as assessed by the politicians, the public, 
and the medical profession. It is this outlook that has brought 
distinction to Swedish medicine. 

In Australia the distribution of space for research within the faculues 
of medicine is of considerable interest, Before World War II, the 
emphasis on space for research in all countries extended through the 
preclinical departments and on to microbiology and pathology, with an 
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abrupt decline in the space provided for the dinical departments, Since 
World War II, this position has been reversed in many countries but 
not in Australia* where the fadlities for research in the major dinicml 
departments remain much less than in the predini^. For instance, 
departmenta of physiology usually have twice the space for research 
that is given to departments of medidne, a distribudon resembling diat 
of Engbnd but the converse of North America. Some deprrtments are 
bustUrig with energy and bursting at the seams for more space while 
other, often larger, departments have an atmosphere of tranquility with 
more than enough space for the leisurely research that is being done. 
The impression given is that distribution of space is more often 
according to tradition than actual need. 

An unfortunate feature of most teaching hospitals in Australia, also 
found in Britoin and Ireland, is die ^^teaching block,'' which houses die 
fadlities for clinical research and teaching and is usually quite separate 
from the hospital/ As well as being ineffident, this separation serves to 
emphasize the dichotomy bet\veen the te^hing hospital and its medical 
school (see Appendix VI IL). 

New Zealand, which had followed the pattern in Australia, has taken 
the lead in realizing that the barrier between its teaching hospital and 
medical school must be broken down if they are to work together 
effidentiy and in harmony. In the new ward block of 600 beds in 
Dunedin, 20 percent of die cost will be provided dirough die university 
w that patient care, t^ching, and research are established on common 
ground as a joint responsibility. The schedule of accommodation, which 
had been approved when I saw it, will give Dunedin a teaching hospital 
that compares favourably with the best modern standards. ^ ■ 

It is in the teaching hospitals diat the facilities for teaching and 
research show the greatest variations ln the countries I visited. If the 
lines of responsibility are clearly defined or accepted, as diey are in 
North America, Srandanavia, and New Zealand* the hospital and medical 
school work together to pro\ide an amiaible solution to what must be a 
cooperative effort if it is to effident If lines of responsibility are not 
deariy defined, as in Britain and Australia, bodi hospital and medical 
school are usually reluctant to accept the liability of pro^dding diese 
facilities^ 

The emphasis on fadlities for teaching and research is greatest in the 
medical schools of the United States, Canada, and Sweden and least in 
the clinical departments of Britain and Australia. The provision of 
rpom$ in teaching hospitals for small discussion groups is everywhere 
defident, except in a few hospitals diat have^en built recendy. 



Chapter 5 

MEDICAL SCHOOL EXPENDITURES 



In the United States* madical school expenditures increased-, 
from $72.5 million for an enrollment of 22,739 students in 1947 to 
$1,097,4 million in 1967 for a total enrollment of 34,304 studenti. The 
compound gross rate of increase of student enrollment was 2.1 percent 
per annum, while expenditure increased by 14.6 percent per annum or 
by 8il percent if corrected for inflation It should be remem- 

bered, however, that during this period there was a considerable 
Increase in emphajis on research and on the responsibiUlies of medical 
schools for teaching science students, students in various medical 
technologies, graduate students, interns, and residents. 

In 1970-71 the average expenditure of the medical schools, including 
research but excluding the cost of construction, student aid, and teaching 
hospitals, rose to $19,680,000, with a range of expanditure in the 
various medical schools from $4,946 million to $67,068 million. Forty- 
six percent of this expenditure was for regular operating expenses, the 
other fifty»four percent being spent- on sponsored programs, half of 
which were research. Forty-five percent was derived from federal 
funds, mostly for research and training grants. Grants for sponsored 
programs not direcdy related to research totalled $229 million or an 
average over $2 million for each medical school (29). 

In 1972-^73 the avemge expenditure rose to $23,556 million, with a 
range in the medical schools from $6,725 million to $76,920 million. 
TTie average support for general operations was $10,183 million, A 10 
percent increase over the previous year. The distribution of funds was 
much the same as in 1970--71, which is described above, but there was 
an increase in the proportion of revenues from professional fees which, 
in 1973 at an average of about $1.5 million per medical school, was the 
third largest source of operating revenue {138). 

A little-publidied but interesting and important trend over the past 
10 years has been an increasing dependence of many medical schools 
on fees for service from medicare and medicaid as well as private 
padents. Many medical schools are making an organized effort to 
increase this source of income to compensate for the loss of research 
and training grants and in some it has already become the principal 
source of unrestricted funds* It does not appear to be generally 
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realized, hc)wt*vcr, that this use of funds derived from patient care and 
community servicus carries the same risks as dependence on funds for 
research. Insurance companies, agencies for medicare and medicaid, 
and others are already cjuestioning the extent to which these fundi^are 
being used for medical education (29^93), 

State medical schools receive substantial appropriations from the 
state, but these are sometkmes rigidly controlled by a line by line budget 
with central supervision of new developments. This leaves the university 
liltle authority- over the development of its medical school (9), The 
appropriation for Uie medical school may be separate or included in 
the university budget but the boards of governors is appointed or 
elected by the state legislature which has full access to the financial 
records. Some of the states make payments to private medical schools 
based on the number of students enrolled, while in others this 
contribution is restricted tc) students who are residents of the state. In 
some, support is given only to state medical schools, while in others 
special financial incentives are given to all medical schools to increase 
student enrollment (8). In many if not most states these contributions 
have conditional or restrictive dlduses which affect the medical curricu- 
lum, Perhaps llie most clear-cut example of this concerns the exposure 
of students to teaching in general practice. There is also pressure to 
give preference to state residents. Of those admitted to all state medical 
schools in 1971, 88 percent were residents of the state compared with 
47 percent in the privately owned medical schools (59). 

The financial support of medical education has been described in 
genei^J terms in Chapter I, but additional information is available on 
how the medical schools spend their income. At - intervals of approxi- 
mately 7 to 8 years, thi medical schools are subjected to a searching 
inspection by a team uf three to six medical educators selected by the 
Liaison Committee of the American Medical Association and the 
Association of American Medical Colleges (see Chapter 3). Prior to 
these on-site visits, the medical schools supply detailed information on 
administrative and academic matters. In the 2-year period from 1966 to 
1968, 26 schools were inspected and the data on 25 of these recently 
have been rept)rted. These were found *\ . . fully accreditable and 
therefore by definition adec|uate." (55). 

The annual cost ranged from $3,68 millicm to $49.7 million, with a 
median of $1 L95 million for an enrollment of 91 new students. About 
two-thirds of these sums were derived from sponsored programs and 
one-third from regular operating funds. The pattern among smaller 
scJiooIs with a class enrollment of about 70 students was a total 
expenditure, of $5.5 million, with $3 million coming from regular 
operating funds, 

From this survey it was possible also to define the median cost of 
individual departments during the period 1966-68. Depnrtments of 
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J ? physiology and biochemistry each had an average budget of approxi- 
^mately $0.5 million, two- thirds of which was derived from sponsored 
^ {unds. Medicine, which not uncommonly Wm responsible for more than 
; a quarter , of die total school expenditure, had a budget of about $2 
; million, three-quarters of which came from sponsored funds. The 
V budget for surgery was about $1 million, half of which was from 
sponsored funds. 

An intensive study of 12 selected medical schools by the AssociaUon 
of American Medical Colleges in 1973 indicated that the annual cost, in 
1972 dollars, of undergraduate medial education per student ranged 
from $16,000 to $26,000 (widi an average of $20,000) which included 

/ an allowance for researeh of 15 percent of the time of those in the 
clinical departments and 40 percent of those in the basic science 
departments* The cost of this research component ranged from $3,700 

J to $10,000 per student (with an average of $6,500) {136). ''When 
account is taken of contributed services and the funds for educadon 
derived from the joint acdvities of research and clinical acUvity, the 
estimates of the annual education cost of the M.D. program not 
financed by contributed services or income for research and crinical 
activity range from $9,000 to $19,000 per medical student, or an 
average of $12,000 per student." (I37), This is reasonably close to an 
estimate of $9,700 per student per year made by the Insutute of 
Medicine of the Nadonal Academy of Sciences using different methods 
and different medical schools (140). 



STAFF SALARIES 

It has been estimated that in 1 964 the average net earnings 
of practicing physicians in partnership was approximately $28,000 per 
year, while in medical schools the average salary in the clinical 
departments was approximately $19,000 and in the basic medical 
sciences $13,000 (8). In 1970 these sums had risen to $42,000 for 
pracdcing physicians, $27,000 in clinical departments, and $19,000 in 
the basic sciences or, if adjusted for inflation over this period, to 
$34,000, $23,000, and $17,000, respectively. From fliese figures it is 
clear that the income of all three groups, after adjustment for inflauon, 
has risen by over 20 percent in a fr-year period. In 1971, 49 percent of 
full-ume faculty staff drew the whole or part of their, salaries from r^ 
search funds (45). 

In clinical departments of the United States, the average salary in 
1973^74 of 633 chairmen of departments was $48;000, of 2,348 
? professors it was $39,300, of 2,776 associate professors it was $32,400, 
and of 4,313 assistant professors it was $26,800. All were employed on 
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a itrictly fuIUtinie basis. The comparable figures in the basic sdence 
departmenti of these medical schools was $35300 for 503 chairmen of 
departments, $28,100 for 1,371 professors, $22,100 for 1,428 associate 
professor, and $17 jOO for 1,957 assistant professors (133J49). 

Medi^ school student: full-time faculty ratios have been decreasing 
steadily but have remained at 1.5 since 1969. Since undergraduate 
medial students are responsible for only about 40 percent of the 
teaching load (45), this ratio should be based on total student 
equivalence. Calculated in this way, the ratio has remained at 3.7 since 
1969 (29). Now that many medical schools are faced with insufficient 
funds to meet their operating costs, the possibility or even likelihood of 
staff reduction or salary cuts is being widely discussed. In schools where 
those supported by "soft money" were given security of tenure, tfie 
legal aspects of these contracts are being considered and in some it is 
believed that a general reduction in salaries distributed to all of tihpse 
with tenure would be the only answer. In others, including most of the 
state schools, legal tenure has been given only to those paid by the 
state, and in these schools die insecurity of those without diis contract 
has become apparent. 

In Canada, the average operating costs of 12 medical schools in 
1970^71 was $4.4 million, with an additional average of $3.2 million for 
research, making $7.6 million in all (i5). These operating costs are less 
than half of those in the United States described above, while the 
expenditure on research is about one-third. I could obtain only 
departmental costs from a few medical schools on a confidential basis 
but the impression given was that these were distributed in much die 
same propordons as in the United States. 

Information on mediral school expenditures in the other counmes I 
visited was even more difficult to obtain. In only one school in Britein 
was I shown a printed statement of its expenditures for 1970^71, With 
a student entry of over 100, its annual expenditure was about £1.25 
million, 50 percent of which was spent on the salaries of teachers and 
technicians, 30 percent on maintenance and administration, and 20 
percent for various grants for research. The general impression I got . 
from the verbal statements given in the medial schools I visited was 
that the average cost of a medical school with a student entry of about 
100 would be in die vidnity of £1.5 million, including grants for 
research. 

In Australia I also saw only one printed statement of medi^ school 
expenditures. With an annual entry of over 150, its annual expenditure 
in 1967 was about $2 million Australian, 60 percent of which was spent 
on salaries, 20 percent on maintenance, and 20 percent for grants for 
research. I visited all the medical schools in Australia and gained the 
Impression that the support given to medical schools was slightly less 
than in Britain. ^ 
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These medical school oxpenditures do not include the sometimes 
large contribution to medical education made by teaching hospitals. In 
Britaint the part-lime staff is allowed to teach during sessions for which 
Aey are paid by the Ministry of Health, while elsewhere they may be 
paid through fees for cliniml services. In the United States and Canada 
the teaching hospitals usually provide the facilities for teaching and 
research with federal assistance, while elsewhere these are usually 
provided through the university, 

The cost of edurating a medical student is a deniable figure and 
does not take into account the other contributions the medical school 
should ^be making to the training of graduates and to the instruction of 
those in other health services and in other faculties of the university* 
The total expenditure of a medical school is, however, a matter of 
accounting. 

The total opcradng costs of the medical schools in the United States 
are far beyond the reach of most other countries* The cost of research 
is a major factor* but even if this is excluded^ the "regular operating 
expenses of the medical schools in the United States are twice those of 
Canada. In Bri^n operating expenses, excluding research, are proba- 
bly a little more than half those of Canada, while in Australia they are 
probably a litde less than half 



Chapter 6 

MEDICAL MANPOWER 



The prindpal stimulus to increase public support of medical 
schools is shortage of doctors, particularly those Involved in primary 
care. In England, the United States, Canada, and Australia, this 
shortage would be much more serious without the influx of graduates 
from foreign medical schools, mosdy from Asian countries that can ill 
afford to lose them. The rate at which new medical schools are being 
built ranges from Australia* New Zealand, and the Scandinavian 
countries, which have doubled the number of their medical schools 
since World War II, to Britain where only two new medical schools 
have been established since the turn of the century, All are also 
increasing the number of students in each medical school, a common 
objective being student entrants of about 200, Given the faciliues* the 
preclinical departments can handle this number, but no teaching 
hospital of reasonable size can provide for more than 60 to 90 students. 
For thi^ reason many medical schools are developing two or three 
teaching hospitals into ^'clinical schools," each with its full quota of 
academic staff so that there can be fair competition between them. 
Operating more than one '^clinical school" long has been a successful 
tradition In a few medical schonls; this concept is now spreading 
rapidly. 

In all countries it Is the minister or secretary of health who is 
principally concerned with medical manpower and the fact that these 
health ministries are taking an increasing part in decisions which affect 
the medical schools is passing almost unnoticed, Pressures are being 
exerted by them to increase student entrants to shorten the curriculum 
and orient it toward the community, to take part in community health 
services, and to train more medical auxiliaries and assistants so that 
physicians can use their time more economically. 

In the United States it is generally agreed that there is a serious 
shortage of physicians, with some estimates indicting a deficit of about 
50,000. This shortage would be much more serious without the 57,217 
graduates from foreign medical schools (not including 6,174 Canadian 
graduates) who, in 1970, represented 17.1 percent of all physicians in 
practice and about 25 percent of the new physicians entering practice 
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in the United Status in 1971. Only a small proportion of these are 
Amerimns who go abroad for their medical education. Most come from 
countries where the shortage of physicians is much more acute than in 
the United States. Of the 7,000 doctors admitted with immigrant visas 
in 1972, 75 percent were born in Asia, The impact of this flow of 
physicians on the medical services of the donor countries is now causing 
international concern (W, 12, 29, J 13, 116, 117, US). 

In 1974, the Department of Health, Edumtion and Welfare pub- 
lished an estimate of what the future supply of health manpower in the 
United Slates may be if the manpower production system continues to 
operate in the same direction it was headed as of late 1972 (142). The 
supply of active, U.S.-trained physicians is projected to increase by 
about 60 percent, i.e., from 263,000 in 1970 to 429 JOO in 1990. 
During the same period, the supply of active, foreign-trained medical 
graduates is projected to increase from about 60,000 to 164,000. In 
1972, 11,427 foreign medical graduates were admitted to the United 
States, of whom 7,144 were immigrants and 4J83 non»immigrants 
(142), However, it should be remembered that the "distinction between 
immigrant and exchange visitor status has been blurred by an easing of 
the process by which exchange visitors in the U.S. can transfer to 
immigrant status". (143), It seems improbable that the foreign countries 
involved will permit this drain on their resources to continue, much less 
allow it tCi increase. 

Over the 10-year period 1963 to 1972, the number of medical 
schools in the United States increased from 87 to 108 and the number 
of first-year enrollments increased from 9,063 to 12,355. In 1974-75 
the number of medical schools has increased to 115, with a first year 
enrollment of 14,763 (29, 139, 141), This rate of increase is most 
unlikely to meet either the needs of the country for more physicians or 
to reduce dependence on die immigration of doctors from countries 
that can ill afford to lose them {1 19), 

Among American graduates, there is evidence that it is favourable 
opportunity that attracts physicians to any particular area and that 
more move out of the state where they graduated than remain (8), 
Those prosperous states with attractive climates and rapidly growing 
populations can produce less than their share of physicians and yet 
have no shortage. The free flow of physicians from one state to another 
cannot be prevented, which is one of the reasons why medical 
educatio n should be a federal rather than a local responsibility. 

In Britain, reviews of medical manpower have led to the inescapable 
conclusion, that Britain is now faced with a serious shortage of 
physicians which will become even more acute in the future. This 
shortage has been masked by a flow of doctors from underdeveloped 
countries and obviously this dependence should not be allowed to 
continue. Unless the present output can be quickly increased, it is 
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cidmated that by 1975 Britain will be some 11,000 short of the number 
of practidng dMors necessary to maintain the National Health Sendee 
at a satisfactoiy level. The government, which has been responsible for 
comprehensive medical care for over 25 yean, has paid srant attention 
to the future. Scotland and Ireland produce more dian enough for 
their needs, but England depends on immigradon of doctors for the 
maintenance of m health service. Precise figures are not available but 
there is an annual inflow of approximately 3,M0 doctor from overseas 
and a return flow of 2,300, leaving an annual ^in of approximately 
700. (56), In 1969, 49 percent of all doctors in training posts were from 
overseas, while 12,5 percent of those in general practice and one- 
quarter of new general pracudoners joining the health service in 1970 
were born overseas. 

All agreed that there should be a substantial increase in the output of 
English graduates and yet, since 1893, only two new medical schools 
have been established in Britain, one in Notdngham, one in Southamp- 
ton, and a clinical school in Oxford, In lieu of new facilities, medical 
schools have had to increase student numbers and will have to increase 
them sdll further. In 1969 there were 2,139 graduates in medicine 
from the United Kingdom {120). It is recommended that this number 
should be increased to an average of 3,150 during the years 1975^79 
and 3,850 during the years 1980-84. These objectives are to be 
achieved by expanding the annual intake of students in medical schools 
to approximately 200 a year (^^). . 

In spite of these shortages, the number of graduates from England 
and Scotland that emigrate to other developed countries, mostly North 
America and Australia, has been esdmated at between 300 and 400 a 
year. {44, 56, 121). The principal reason for the emigration of 
physicians from Britain to other EngUsh-speaking countries is that in 
Britain, due to a lack of dme and opportunity, they cannot practice the 
kind of medicine they wish to practice. The salaries earned in general 
practice are not unreasonable compared with those elsewhere, nor is 
the presdge of the general pracdtioner less. The number of padents 
seen during consulting hours and the number of forms to be filled in 
for the bureaucrats, many of which are difficult to justify, can lead only 
to frustration. It is from difficult and interesting clinical problems that 
the practitioner improves his clinical knowledge, but most of these 
problems have to be handed over to the district hospital with which he 
has scant contact. Such a system tends to stifle any ambition to become 
a better doctor. It is true that the Todd Report (44) recommends 
various improvements in the conditions under which general pracution- 
ers work, but unless more active steps are taken than are indicated and 
unless large sums of money are made available, it will be a long time 
before these improvements materialize* 

In Canada, the number of medial schools has increased from 10 to 
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16 since 1M5, and student numbers in the older medical schools have 
alsb increased. In 1964-65 there were 810 medical graduates, increase 
ing to approximately 1,280 in 1971^72 and to 1,778 in 1973-^74. This 
represents a doubling of the output over a period of 10 years (122, 
IJl, 138), In 1970 there was one graduate in Canada for 20,500 of the 
populadon compared with 24,000 in die United States and 29,500 in 
Great Britain in 1966 (123). The number of Canadian graduates who 
emigrate to the United States is more than counterbalanced by an 
inflow to Canada from other countries. Briush Columbia, which is a 
prosperous and expanding province widi many attracdons, has one 
physician for each 653 of the population, which is the highest 
concentradon in Canada (124) while its medical school graduates only 
one physidan for 41,000 of die populadon vvhich is half the average 
nadonal output and die lowest in Canada (123), This maldistribudon of 
effort is characterisdc of many countries and is a strong argument in 
favour of financial support of medical educadon by the federal or 
central government. 

The problems in Australia and New Zealand are the same as in 
Britain but in a less acute form. In Scandinavia, the flow is into 
Sweden, mostly from Norway and other European countries. 

There are some who deny that there is a shortage of medical 
manpower in the United Stetes or in Britain, but none can deny that 
both of these countries have depended on a flow of physicians from 
less developed countries that can ill afford to lose them. 
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TEACHING HOSPITALS 



In most countries and in this report, the term teaching 
hospital is confined to those that play a major part in the instruction of 
undergraduate medical students. It does not include those that are used 
only for postgraduate instruction. Some of these teaching hospitals are 
owned by independent corpomtions, others by the state and a few by 
the church, but all, except in the United States, are subject to control by 
the government which pays the cost. 



RELATIONSHIP WITH MEDICAL SCHOOLS 

Medical schools and their teaching hospitals everywhere 
accept the principle of working together with the common objective of 
high standards of patient care, teaching, and research but it is 
sometimes more difficult to convert this objective into reality. There is 
ample evidence that diis objective is more likely to be achieved if certain 
conditions are fulfilled. Perhaps the most important of these conditions 
is adecjuate representation of the medical school and of the teaching 
staff on the board of governors of the hospital so that the board can be 
accurately informed on the merits of compedng claims for support. 

In Britain and in several of the provinces of Canada, diis representa- 
uon is mandatory but the conception of what is adequate representation 
ranges from two-fifths of the governing board in Britain to one or two 
representatives in some of the provinces of Canada. In many of the 
teaching hospitals in Australia and a few in the United States, Canada 
and New Zealand there are no medical representatives, on the principle 
that there should be no conflict of interest, an arrangement that almost 
always leads to discord. The evidence suggests that good cooperation 
between hospital and medical school is unlikely to be achieved unless 
both teaching staff and the university are represented on the governing 
body of the hospital. It is not enough to have only university 
representatives unless some of them are directly concerned with the 
problems that arise in a teaching hospital. A substitute for this 
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represeniadon. om that is raruly effective, is a liaison committee that 
includes represeniativcs of the governing bodies of both hoipital and 
medical school. 

Another important factor in the relations between the teaching 
hospital and its medical school is the background and outlook of the 
hospitars chief administrative officer, since he is usually the most 
important connecting link between the tw'o institutions. He has wide 
authority over matters that are vital to the medical school but his 
primary loyalty and immediate responsibilities are to the hospital. 

The administration of teaching hospitals has become so complex that 
most countries are changing from the medical executive director or 
medical superintendent to the lay executive director who has had 
business training as well as experience in hospital administration. In 
Sweden and England this transition is almost complete, while in most of 
the others it is moving rapidly in the same direction. Only in Scotland^ 
New Zealand, and two states in Australia is the government still in 
favour of the medically qualified executive director. * 

One reason for this change is that very few who are medically 
cjualified have Lhe training or ability for administrative responsibility. 
Some medically (|ualified executive directors are dedicated to their task 
and are highly respected members of the hospital community, but more 
often efficiency becomes impaired by concern over the extent of their 
authority. They are usually recruited either from among those who 
became disenchanted with the practice of medicine or those who have 
failed in their chosen careers. Whatever the reason, it has been difficult 
to recruit men of the right calibre. They rarely have higher degrees or 
qualifications and in the teaching hospitals they find themselves in a 
position of power over the leaders of the profession who have scant 
respect for medical administrators. In these circumstances the easiest 
way to assert one's authority is to be obstructive, particularly to any 
suggestion of change. The medical superintendent is especially well 
placed to bg an effective obstructionist because he usually has the last 
word in the distribudon of space and is often the closest connecting link 
between the Board of Governors and the staff In the interests of 
morale as well as efficiency, the authority of the chief executive officer, 
whetlier medically (|uallfied or not, should be modified by good lines of 
communication between the hospital board and both the university and 
the medical staff of the hospital. 

"^he extent of this discord between medical superintendents and 
medicatstaff and the harm it can do to the efficiency of the teaching 
hospital have not been generally realized because it is a personal matter 
that is rarefy discussed and even more rarely reaches print This 
conflict can perhaps be seen at its worst in Australia and New Zealand. 

The executive^ ^Urector who is not medicaiJy qualified is less likely to be a 
misfit. Profession ii jealousies do not arise and the director has to seek the 
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advice of his nieclical colleagues on medical matters. I have not encoun- 
tered a teaching hospital that would prefer to return to a medically 
qualified executive director once it had made the change. 



FINANCIAL SUPPORT 

One of the most common sources of friction between the 
medical scht)ols and their teaching hospitals is the division of financial 
responsibility for activities cnncerned with teaching and research as well 
as patient care. Various estimates indicate that teaching hospitals cost 
between 15 percent and 35 percent more than other hospitals. In 
Canada, where the Federal Government shares hospital costs^ teaching 
hospitals cost abc)ui a third more than non-teaching hospitals (49, 50), 
In Sweden the cost is alxiut 25 percent more than other specialized 
general hospitals* about half of this differendal being paid by the 
Federal Government. In England the differendal is about the same as 
Sweden (f/, 32), while in Scotland, where the teaching hospitals are 
responsible to the regional boards, the differential is only about 15 
percent (5J). This differendal is in part due to the eontribuUon of 
teaching hospitals to teaching and research (J^) and in part to the 
higher incidence of problem cases that recfuire expensive diagnosUc and 
therapeutic procedures and skills. Several attempts have been made to 
assess how much of this differential is in fact due to the teaching load 
but these have been fruitless since it is impossible to divide with any 
accuracy time and effort spent on patient care, teaching, and research. 
For this reason most countries make an extra contribution for increased 
staff but usually leave it to the teaching hospital and medical school to 
decide what proporuons each should pay for the special facilities and 
services that must be provided. This can lead to unproductive debate as 
to what belongs to pauent care and what to teaching and research and 
to argument over which government departments should pay for what 
may be insignificant amounts. This kind of argument is frustradng and 
often leaves both sides convinced that they are getung the worst of the 
bargain. Rule of thumb decisions by central authorities responsible for 
health and education, leaving little or no room for peripheral 
argument, are more efficient and more conducive to a cooperative 
atmosphere, This is done in Scandina\aa and most of the provinces of 
Canada. 

Almost all teaching hospitals have to submit a line by line budget and 
in most this must be followed closely unless special permission for 
deviations are obtained. This inhibits change and leaves a long, lag 
between the recognition of a nfeed and the implementation* of a 
planned response. Most countries are now changing to the award, of a 
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bl^k grant. This is to the advantage of the hospital since what is saved 
by economies in one area can be spent on another, and it is to the 
advantage of the government since there can be no arguments on 
points of detail over die funds provided. 

In all countries there is a tfend toward decentralization of authority 
by transferring it to smaller regions that are also responsible for other 
aspects of health and social care. This change may l^nefit the medical 
schools in several ways, pardcularly by allowing greater flexibility In the 
provision of facilities for teaching, but experience shows that these 
benefits can be outweighed by the hazard of inadequate financial 
support. Where hospital costs are a local responsibility* the needs of the 
patient are usually given priority over the needs of teaching and 
research =This seems reasonable but is a short-sighted policy, since the 
quality of health services of the future must depend on the quality of 
the doctors who are being trained today. Medical education should be a 
national and not a local responsibility, and only if funds are earmarked 
by the state for the special requirements of the teaching hospitals will 
they get the funds they need. 



CLINICAL DEPARTMENTS 

In the United States and Canada, the chairman of academic 
clinical departments are the heads of the corresponding department in 
one of the principal teaching hospitals* while in other hospitals used for 
teaching* the heads of clinical departments are usually given the 
appropriate academic rank. None of these administrative appointments 
has security of tenure and in many medical schools they are reviewed 
every 5 years. The beds in these teaching hospitals are nominally under 
die direction of heads of departments but usually they are subdi^dded 
into a number of "services** some of which may involve subspecialdes, 
each with a head of service. Day-to-day care is supervised by 
"attending" physicians and surgeons, nominated by the heads of the 
clinical departments or heads of services, usually to serve for periods of 
from 1 to S mondis. Tlie line of clinical responsibility is clearly from 
the resident staff to the attending physician to the head of service* with 
final authority in the hands of the head of the department, usually 
called the physician- or surgeon-in-chief, who in fact rarely interferes 
with clinical decisions. The control of what is taught and who will teach 
is in the hands of the academic head serving in his dual capacity as 
physician- or surgeon4n-chief and 'Chairman" of the department. 

A characteristic of teaching hospitals in the United States and Canada 
is the development of subspecialties with their own consultant and 
outpatient services* their own laboratories with involvement in research. 
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their own weekly conferences, and sometimes their tnvn beds and 
resident staff. There are the usual complaints that these are displacing 
'^general" medicine and surgery but with one person in overall charge 
of the clinical and teaching functions of the department, there is little 
difficulty in fitting these specialities into the main stream of both 
undergraduate and postgraduate education. It is in those countries that 
do not have this unified leadership that difficulties arise. 

The staffs of teaching hospitals in the United States and Canada are 
either full time, geographical full time, or part time. An increasing 
number of medical schools, including many of those with established 
reputations, prefer the full-time system of renumeration which does not 
given any additional reward from fees for service. This penalizes those 
who can earn the most, such as radiologists, anaesthetists, and 
particularly surgeons, but once the system has been established it is 
surprising how* little discord arises. The majority of medical schools 
adhere to geographical full-time appointments, with practice confined 
to the teaching hospitals but with a ceiling on the earnings that can be 
retained. This ceiling, which is variable, is usually negotiated between 
the head of the department and the dean. In a few medical schools the 
limitation of earnings is based on the time that can be devoted to 
private practice, usually two half^days a week. Emergencies cannot be 
fitted into this kind of timetable nor can ward visits or consultations, 
and most agree that it is the least satisfactory arrangement since it 
encourages the individual to devote his energies to his private practice 
rather than to the interests of the medical schtx)!. 

The earnings of geographical full-time staff in excess of the **celling" 
are distributed in various ways. In some medical schcKjls these earnings 
are used for general purposes but more often a certain proportion is 
returned to the department in which it was earned to be used for that 
department's development, while the rest may be used by tlie dean for 
general purposes or earmarked for a building fund. The proportions 
vary but a common contribution to the dean's fund in the schools I 
visited in the United States was between 8 and 15 percent of excess 
earnings, 

I believe that the full-time system which dues not give any additional 
rewards from fees for service is preferable for those with clinical 
appointments that are primarily academic. Where this is not feasible, 
the best system of reconciling a full-time appointment with fees for 
service is a "geographical full time'* appointment with a uniform 
finandal "ceiling*' that applies to all departments. This system has been 
adopted by several new medical schools without difficulty but can be 
difficult to introduce in welUestablished medical schools where wide 
differentials already exist. The amount received from fees for service 
should be less than the salary from the university. Earnings in excess of 
the "ceiling** should be reserved for the payment of those whose 
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involvement in tea< hing or resfartli does not permit ihcm to reach the 
ceiling. Of the remaining income, some may be returned to the 
department For its ckvclopment and the rest reserved for general faculty 
purposes. 

The number of faculty paid on a part-time basis is small but there is 
a much larger nimiber of volunteer faculty who receive little or no 
remuneration. In 1971=72 there were, in the United States, 2M69 fulU 
time faculty. 7,403 part-time faculty, and 53,732 volunteer faculty in 
fd7 medical schools serving 43.650 medical students (2?). By 1973-74 
the number of full-time faculty had increaoed to 34,392 and the 
number of medical students to 50,881 (138). In a survey of 25 of these 
medical schools made in 1967-68 the median number of fulUtime staff 
was 51 in departments of medicine, 25 in surgery, and 17 in pediatrics 
(55). With the clearly defined leadership of the chairman of the 
academic deparinient who is also physician- or surgeon-in-chief of the 
hospital departnient, there is rarely the rivalry and distrust between 
various segments of the clinical staff which is common in other 
countries. Since positions of authority in medical schools do not carry 
tenure, heads of clinical departments w ho do not command the loyalty 
and respect of their staff can be displaced. 

Most agree that, in the recruirihent of clinical staff and heads of 
clinical departments in the United States, emphasis on research has 
been at die expense of clinical ability but this is changing. Several of die 
schools I visited have in the past lt)oked for distinguished research 
workers who have an adecjuate clinical background; now they are 
lfK)king for excellent clinicians with an adecjUate research baekgrouiid, 
The decrease in federal support for research already has been 
discussed and it seems likely that the increase in staff that will follow 
any increase in student numbers will be recruited mainly from those 
whose primary interest is patient care and teaching, rather than 
research. This desire to recruit clinically oriented staff is particularly 
strong in university hospitals that have no part-time clinical staff. 

In Britain and Australia, the professor of medicine is usually one of 
four or five physicians in the teaching hospital each t)f whom has his 
own beds, his own svaiting list, and his own staff. These are called 
'Tirms" and the one which belcmgs to the professor of medicine is 
usually referred to as the professorial unit. In deciding matters of 
policy and detail, the professor is only one among several, the others 
being mainly concerned with consulting practice, A recent Royal 
Commission in Britain stated that this traditional division of the 
department into 'Tirms" has "hindered the emergence of any clearly 
defined educational ptjlicy for the hospital as a whole, impeded the 
fiormaticm of cohesive teaching teams, and restricted the freedom of 
medical schools to change their aims and methods." (37, 44). 
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Since the pmfessorial unit repreients only a imall fraction of the 
beds in the specialty, the influence of the professor on departmentid 
affairs is relatively small In Britain and Australia fragmentation of 
clinical departmenti into units or "firms," one of which ii the 
''professoriar' unit, has provided a system which is becoming untenable. 
Not only does it impede or prevent coordination but it also tends to 
di\dde die staff into three factions, Usually the largest group is the part- 
time staff of spedalista or ''consultants" who are fighting a rear-guard 
acdon to retain their traditional authority. Anodier group, growing in 
numbers, is the fulUdme employees of the hospital, sometimes suspi- 
cious if not intolerant of university influence, whose loyalu^ clearly are 
oriented toward the hospital administration. The third and usually die 
smallest group is the "professorial" unit that is appointed and paid by 
the university. This uneasy situation, which is more acute in Australia 
^an in Britain, can be complicated further by joint appointments with 
agreed proportions paid by hospital and univemty, but with different 
salary scales and different conditions of service. 

Fragmentation of the major clinical departments has also been 
encouraged by die departmental independence gained by many of the 
subspecialties, For this reason the Ministry of Health in Britain plans to 
follow the pattern in North America and recendy adopted in Scandina- 
via, i.e., to introduce heads of major disciplines, such as medicine and 
surgery, who will be responsible for coordinating the various splinter 
groups in the interests of patient care. Britain, however, has evaded the 
main issue in teaching hospitals by recommending a clinical head who Is 
elected by the staff, leaving the responsibility for teaching with the 
professor who is appointed head of the academic department* To have 
one clinical head and another academic head in the same disdpline in 
the same hospital is a combination that has been tried elsewhere 
without success, For one person to head bodi the clinical and academic 
aspects of a discipline seems more logical, and this is the pattern that 
has developed in other countries. Both hospital and university must 
agree on the person to be appointed, but with a joint appointment 
committee this seldom presents any difficulty, The advantages of 
unified leadership in clinical departments were discussed in Chapter 4. 

The number of specialists or consultants, as they are called, practicing 
within the health service in Britain is stricdy limited and there is keen 
compeUudn for these appointments. Appointmenti to teaching hospitals 
are made by a committee which has equal representation from the 
university and the hospitaL The applicants usually have had more than 
10 years of postgraduate training and yet, in 1970, fulUdme salaries 
started at only £4,512 a year, rising after many years of service to a 
maximum of £6,330= Most specialists prefer to work on a part-dme 
basis so that they can enpge in private pracUce. Payment is made on a 
sessional basis, each session of approximately half a day being paid at 



68 



Teaching Hospitals 



57 



the rate of one^eleventh of the fulUtime salary. Teaching may^be 
included in these sesiions, 

Superimposed on this modest salary scale for highly trained special- 
ists is an ingenious system of financial incentives called *'merit awards." 
In 1970, one-third of Britain's specialists or consultants received a merit 
award that ranged from a Grade A+ award of £6330 a year received 
by 110 specialists, doubling their fulUtime salary to a level of £12,660, 
to a Grade C award of £1,200 received by 2,400 specialists. Clinical 
trachers who are paid by the university are on the same salary scales 
and are also eligible for these merit awards but are not allowed to 
pracdce privately. The number of specialists, receiving the various 
grades of award in 1970 was 4,210 at a total cost of £9,422,700 (56, 57, 
55). The awards are made by a group of disdnguished medical men 
usually under the leadership of a former president of tlie Royal College 
of Physicians, and are confidential in the sense that only the recipient is 
informed. They have been part of the system for over 20 years and are 
one of the few examples of a conscientious and successful effort to 
' reward excellence in an operation wholly controlled by the state. The 
merit awards also provide an additional salary differential between 
clinical and non-clinical university appointments which is rendered less 
controversial by coming from the Ministry of Health rather than the 
university. 

In Australia and New Zealand, clinical departments traditionally have 
been, modelled on the same pattern as in Britain. It seems significant, 
however, that many of the new and some of the older teaching 
hospitals are being planned on the basis of unified clinical departments, 
with the clinical professors in charge of the clinical as well as the 
teaching acdviues in their specialty, along the lines which are usual in 
Scandinavia and North America. That this is being done in new 
medical schools seems to be a tacit admission that this kind of structure 
is thought to be the best for a teaching hospitah This trend appears to 
have full state support, but if it is to be successful, the university must 
play its part. It will have to be less reluctant to award academic rank to 
. those of high professional standing and will have to give the hospital a 
say in the appointment of those members of the academic staff who 
have clinical responsibiliues. 

In Sweden, all professors are in charge of a department and in 
teaching hospitals all departments are headed by a professor. One 
result of this tradition is a proliferaUon of departments. In the 
KaroUnska Hospital alone there are now 48 departments and the 
resulung fragmemidon is causing concern. To radonalize the adminis- 
trative problems involved in dealing with so many departments, it is 
now proposed to arrange them in six or seven "blocks" or groups, each 
with a head who would correspond to the '^chairman" of North 
America but who* in Sweden, has been given the unfortunate name of 
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**block head." This system will probably become the pattern in other 
Scandinavian hospitals. 

The rapid development over the past .few decades of specialization 
and team work in teaching hospitals has had a major effect on teaching 
as well as on: clinical care. The many problems that arise have been 
solved either by chosen leaders appointed for a limited period but 
givjen extensive authority in both . hospital and medical school, as in 
No !i America, or by a complicated system of committees as is usual in 
Britain and Australia. With individual leadership it is easier to adapt to 
changing circumstances and to integrate the minor specialdes within the 
major disciplines both in teaching and clinical care. It is also easier to 
avoid the division of loyalties which . can easily arise from differing 
sources of income and different lines of responsibility. The dominadon 
by committees of Bridsh medical schools often allows the conservadve 
elements to rule the faculty; it tends to inhibit change or slow its 
progress and to encourage factions among the medical staff with 
different loyalties. ' 



CLINICAL FACILITIES FOR TEACHING AND RESEARCH 

Almost all teaching hospitals in the United States, Canada* 
Sweden* and Finland have been buik since World War IL This is also 
true of many in Australia, New Zealand, Denmark, and Norway but of 
comparatively few in Britain and Ireland. The rare exceptions in the 
United States and Canada are some of the city and county hospitals 
which may be as deficient as anything to be found in Britain or. 
Australia, but these are being discarded as new construction becomes 
available, Partly because of the conditions of federal aid, the standards 
of new construction have been maintaiined at a high level with ample 
space for ancillary services. " 

In these new hospitals the pattern is usually of one to four beds to a 
room except in Britain, where six to a room is more common, a 
number which, for various reasons, is elsewhere considered less 
desirable than four. For teaching purposes these smaller rooms provide 
less rather than more privacy than the large, old-fashioned ward since 
the patient's neighbours hear every word that is spoken during the 
teaching aession* 

Emphasis on the relevance of the patient*s circumstances to his 
disease and the impact of his illness on his family righdy are being 
stressed by those who believe that medical education should be oriented 
to die family and community. The,s€ and either aspects of the patient's 
history should not be discussed at the bedside within hearing of other 
patients and yet often the only convenient alternative in teaching 
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:hospitals bahe comdcjr. If these and other sodal implications of disease 
l^iare to be a part of medical education, provision for this kind of 
discussion must be made in close proximity to the wards so that 
iHireference back to the patient is possible. The space provided on the 
feivards for diis purpose varies greatly in all the countries I visited, and 
was usually inadequate. I have the impression that in the United States 
?-vand Canada the average would be about one room . for every 20 beds, 
/ which.is usually considered inadequate. There is more in Sweden but 
: less in other countries^ where not infrequently there is none, Perhaps 
■ the wot^t arrangement is in Australia where inadequate teaching space 
is usually concentrated in a teaching block, far from the wards and 
'™6whed by the uriiversity. A recent recommendation for new building in 
Canada giv^ the more realisdc allocation of one teaching room for 
every 15 beds, with another multipurpose room that can be used for 
teaching (59). In Canada and the United States the finandal responsi- 
bility for providing and maintaining teaching space Is usually borne by 
the teaching hospitalj while elsewhere it is usually borne by the 
university. 

There are even greater variations in the provision of space for 
research in teaching hospitals. The figures given in Chapter 4' 

' ccjrrespond to the impression gained by the visitor that space provided 
for research in the basic science departments is much the same on the 
two sides of the Atlantic, but support for research in clinical depart- 
ments, particularly in medicine, is very much greater in North America. 

In Britain, Ireland, and Australia, where responsibility for the 
provision of facilities for teaching and research is ill-defined (60), the 

. result is usually inadequate. The hospital usually avoids this responsibil- 
ity and one result may be a separate building near the hospital 
provided by the university for teaching and research in its clinical 
departments. This is unsatisfactory and serves only to emphasize the 
separation of the medical school from its teaching hospital. In, North 
America, where the facilities for teaching and research are an integral 
part of the hospital, there is rarely this cleavage between hospi|al and 
medical school: The practical advantages of this type of integration are 
obvious. 
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LABORATORY SERVICES IN TEACHING 
HOSPITALS 



An unexpected finding was the widespread discord that has 
arisen in teaching hospitals regarding the emphasis which should be 
given to the academic and service functions of the clinical laboratories. 
The main source of friction is the division of financial responsibility 
between hospital and medical school which ^n be disputed Is hotly 
when both are supported by the state as when they are private 
institutions. Another source of discord is the departmental status of the 
four components of clinical pathology which are anatomical pathologyi 
clinical chemistry, microbiology and haematology. 



ANATOMICAL PATHOLOGY 

Anatomical pathology in the principal teaching hospital is 
almost invariably under the direction of the academic department, but 
how the hospital should recompense the department for patholo^cal 
services rendered is still being argued in most teaching hospitals* In 
some, the hospital pays for the technical expenses of these laboratory 
services* with professional salaries shared between hospital and medical 
school, but the calculation of professional time devoted to routine work 
is difficult and can easily be disputed by either side. These difficulties 
have led some hospitals to' pay an agreed percentage of the departmen- 
tal budget, but arguments may still arise when this has to be adjusted to 
meet increased demands for laboratory services. In other hospitals^ 
payment is made on a fee for service basis but the schedule of charges 
does not usually take into account the higher standards expected in a 
teaching hospital nor the greater complexity of the services rendered. 
Some departments of pathology have given up their hospital responsi- 
bilities because of the difficulties involved in making a financial , 
settlementt As has been found in Australia and elsewhere, this quickly 
converts the department into one of experimental pathology which has 
to rely on others to teach the application of pathology to clinical 
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S problems. This is an unsatisfactory solution from the point of view of 
P^ tha mediml school. V * 

■V- ' : In the- United States and Canada, the university department of 
.pa thol^y is almost always in charge of the whole range of anatomical 
K pathology in the principal teaching hospital but the pattern of 
^ .responsibility for clinical chemistry, hematology, and microbiology 
shows wide variations. Sometimes the department of pathology is in 
" charge of all th^e labomtory services or the department of medicine 
may be in charge of clinical chemistry and haematology, with the 
:^ department * of microbiol^y usually in charge of its clinical services. 
Somedmes there is a director of laboratory services responsible either to 
the! hospital or medical schbol and in charge of all except post-mortem 
services. There are other patterns and the reason for this diversity is 
that whichever system is adopted leads to problems which may cause 
, frkdon. T'he .profits from laboratory services mn be very large in the 
. .United States and difficulty can arise over their division between the 
hospital, the medical schoolj and the departments concerned, The 
r: hospital may prefer unificadon under a director of laboratory services 
; but, particularly if he is responsible to the hospital, this may lead to a 
pedestrian service which is slow to become involved in new develop' 
ments that are not profitable^ For diis reason and also because of their 
interest in research, other departments and subdepartments may tend 
to develop their own laboratories which is an extravagant duplication, 
r Most of diese sources of discord are based on financial considerations, 
Both hospital and medical school usually feel they are getting the woi^t 
of the bargain while salaries in pathology, although high in relation to 
other departments, may be half those in private practice. Another 
complicating feature is that all the divisions of "clinical padiology" must 
work together as a department in the postgraduate training of 
pathlogists, while in the undergraduate curriculum only anatomical 
■ patKoIogyTi taught by the. department of pathology with the depart- 
ments of microbiology, biochemistry, and medicine principally responsi- 
ble for the other areas. 

In Britaiui there is the same trend as elsewhere to concentrate 
pathological services in the larger hospitals wiUi specialists in charge of 
the four services of pathology, microbiology, clinical chemistry, and 
haematology, This is already true of the teaching hospitals, although 
whether the allegiance of the haematological laboratories should be to 
medidne or to pathology is still disputed (di). In 1973, 23 of the 28 
medical schools had departments of chemical pathology or of clinical 
chemistry and 17 had departments of haematology (62). 
; , . The service functions of academic departments of pathology, micrj^ 
biology, and clinical chemistry in the teaching hospitals raise the same 
administrative problems as elsewhere* These are usually left to the 
university and the hospital to solve, In some departments the university 
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pays the senior staff and the hospital pays the junior and technical staff, 
an arrangement that allows plenty of scope for argument. In others the 
costs are divided on a percentage basis, but this leaves the annual 
increase in total rast in dispute. In still others some attempt is made to 
establish the cost of services rendered but this can be calculated in 
different ways uith different results. The existing situation is just 
another example of the conflicts that are likely to arise when decisions 
as to whether' financial responsibility should belong to one government 
depariment or another are left to the medical school and the teaching 
hospital 

In Australia, most of the teaching hospitals have their own independ- 
ent departments of pathology. The university department usually is 
assigned on a courtesy basis, enough post-mortems for undergraduate 
teaching but it has little or no contact with surgical or biopsy specimens. 
These are sorely missed, since without them , and without the clinical 
contacts that go with them* the pathologist cjuickly becomes rusty on the 
clinical application of his subject. Sooner or later the department will 
become one of experimental pathologyj which teaches the general 
principles of pathology to undergraduates but leaves the application of 
these principles to the hospital pathologists over whom the department 
has no control. The hospital departments also have become largely 
responsible for the training of pathologists. This is what has happened 
in most of the Australian medical schools, for the basic reason that the 
universities have been unable or unwilling to overcome the vested 
interests of the pathologists employed by the teaching hospitals. 

In the few medical schools where the hospital services are controlled 
by the university departments, there are the same financial difficulties 
as in other countries. There are usually two scales of salary within the 
department* one for th()se paid by the hospital and another for those 
paid by the university. 

In Sweden, the building of facilities for departments of pathology is 
usually the responsibility of the university rather than the hospital* 
although the latter may build an additional area for its own services. In 
some departments the professor and seni()r members of the staff are 
appointed and paid by the university* while most of the Junior and 
technical staff are paid by the hospitah In others only the technical staff 
is paid by the hospital These arrangements can lead to arguments and 
real difficulties In maintaining a proper balance between senior and 
junior stiiff. In some cases the senior staff is paid on a pro rata basis for 
autopsy and other reportSj but only if ihese were not used for teaching. 
In one hospiial a fee for an autopsy report was forthcoming only if no 
students had watched the autopsy* 
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In Sweden, clinical chemistry has become an independent 
academic department with its base in the teaching hospital. In Britain, 
most schools have chairs of clinical chemistry and there is the same 
trend in Australia and New Zealand. 

In the United States attd Canada, clinical chemistry is very rarely an 
independent department but is usually linked with either medicine or 
pathology. When linked with medicine, no difficulties arise regarding 
ambiguous areas such as endbcrine, renal, and gastrointestinal function 
laboratories which^ although mainly biochemicali are usually part of the 
clinical specialty. When, however, clinical chemistry is part of a 
department of laboratory medicine or a subdepartment of pathology, 
difficulties can arise in its relation to the medical specialists who are 
involved in biochemical research on patients. The extravagance of 
duplicate laboratory facilities is sometimes the result. A compromise 
which is sometimes adopted is for clinical chemistry to be responsible 
for teste which could be considered as roudne, leaving to the clinical 
department those tests which are in the developmental stage. 

Anatomical pathology and clinical chemistry have very little in 
common and a good case can be made for their separation as is 
common in Europe, Departments of biochemistry are becoming 
divorced from clinical problems and some medical schools have already 
made general biochemistry a prerequisite for entry, relying on clinicians 
with special knowledge to teach its application to disease. In this context 
a department of clinical chemistry or biochemistry would have an 
obvious place but only one department of clinical chemistry is listed in 
the Canadian Medical Directory (63) and one in the American (46), 



MICROBIOLOGY 

The usual pattern is that the academic department is 
responsible fur services in its teaching hospital. The same financial 
problems may arise as in anatomical pathology but they are less 
complicated because the service load can be separated more easily from 
teaching and research. 



HAEMATOLOGY 

Supervision of the laboratory aspects of haematology long 
has been a bone of contention between departments of pathology and 
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medicine* Pathology claims the blood as one of its tissues, while 
medidne claims that its subdepartment of haematology cannot flourish 
or even survive unless it is responsible for its own laboratory work, 
Where these services are controlled by the department of pathology^ 
recruitnient of welUtrained clinical haematologists is usually difficult. In 
Britain, there are a few departments of haematology tHat are independ- 
ent of both medicine and paihology, but in general it is more usual for 
them to be linked with the department of medicine in teaching 
hospitals, while in non-teaching hospitals they are more often under 
pathology or the director of latoratory services. 

In Sweden* most of the routine haematology is usually the responsi- 
bility of the department of clinical chemistry/ This linusual arrange- 
ment appears to raise no difficulties since the haematological service 
also has its own laboratories. This shared responsibility is more sensible 
than it may seem, The mechanization of roudne blood analysis involves 
no skills peculiar to haematologists but has much in common with the 
mechanized techniques used in clinical chemistry. 



CLINICAL PHYSIOLOGY 

A postwar development in Sweden has been the establish- 
ment in the teaching hospitals of academic departments of clinical 
physiology which are responsible for tests of funcubn in the various 
systems, such as hrart, lungs, and kidneys. This development, which 
was started in the Karolinska Hospital and had the approval of the 
Ministry of Health and Social Affairs, was meant partly as a gesture to 
encourage clinical research, pardy to encourage teaching of clinical 
physiology which in the prewar years had been neglected, and pardy as 
an economy of space and effort, There is a considerable body of 
opinion that this venture has failed on all three of these scores. 

In some medical schools the department of clinical physiology closely 
guards its rights, so that the specialties within the department of 
medicine are .unable to conduct the laboratory investigauons which are 
closely linked widi progress in their specialty, unless iese are done in 
the department of clinical physiology^^and under its -direction. This- 
development, therefore, tends to strengthen the barriers between the 
clinical and the laboratory approach to disease* instead of breaking 
them down as Is being done in some other countries where clinidans 
are teaching the application of physiology to disease. For this reason* 
departments of clinical physiology are considered to be a step in the 
wrong direction by several if not most departments of medicine in 
Sweden. In those hospitals where clinical physiologists have adopted a 
more liberal outlook, any advantage of economy of space and effort 
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breaks down since there is duplication of facilities in the department of 
medicine. This is not an example which should be followed by other 
countries. 



DISCUSSION 

The various administrative difficulties which have been 
described in this section on laboratory services have often led to 
decisions liased on expediency rather than common sense. These arise 
from twp controvereial elements both of which are capable of solution. 
One is th^t. departments of pathology claim responsibility for clinical 
chemistry arid haematology because they are responiible for the 
training of '^clinical pathologists," This claim, however, has an insecure 
foundation since most pathologists agree that this concept of clinical 
pathology is or should be obsolete even in community hospitals. The 
general trend is to centralize these services with specialists in charge of 
each of the components of clinical pathology. 

I believe that the independence which is being given in Europe to all 
four components of clinical pathology is the direction that should be 
followed. The academic department of pathology must be in full charge 
of the application of its subject in a teaching hospital if it is to fulfill its 
teaching duties, while the academic department of microbiology should 
have a connecting link with clinical microbiology that need not be as 
close. Clinical chemistry should be an independent department linked^ 
with medicine, while, haematology should include clinical haematologists 
as well as the laboratory services and be strongly oriented toward the 
department of medicine. 

The second controversial element is the share of the departmental 
budget which should be paid by the Ministry of Health through the 
hospital and the share which should be paid by the Ministry of 
Education through the medical school These problems are usually left 
to the university and the hospital to solve. At first this appears to be a 
desirable form of local autonomy but the factors involved in deciding 
what proportion should be paid by each of the parties concerned are so 
complicated that general lines of policy have to be laid down if 
acrimonious disputes and Inefficient decisions are to be avoided. It is 
difficult enough to decide the proportions of salaries and running 
expenses to be paid, but the budgetary timetables of the hospitals and 
universities may also be out of phase and the salary scales for technical 
staff may be dlflerent. There are also difficulties in drawing the line 
between service and research, The futility of leaving tliis imponderable 
to local argument has already been emphasized, The bent solution is a 
decision made at a level higher than the teaching hospital or medical 
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school based on an intelligent estimate or approximation and leaving 
no room for argument. This should not be difficult in countries where 
both universities and hospitals are supported by the government 
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Chapter 9 

FAMn.Y PRACTICE AND COMMUNITY 
MEDICINE 



The terms faniiiy practice and general practice usually are 
accepted as meaning the same but in the United States there is the 
difference that general practice may be taken to include minor or even 
major surgery. 

The trend in the larger cities of the United States has been to 
confine the actlsities of the family doctor to medicine and paediatrics. It 
has been stated that 75 percent of the members of the American 
College of Physicians engage in family practice and that the "college 
thinks a man certified for the American Board of Internal Medicine is 
the ideally trained man for adult family practice as currendy defined." 
(64). 

In the United States and Canada, patients can bypass their family 
doctor and go directly to the specialist with no cjuestions asked, while 
many of those on the staff of teaching hospitals who are specialists in 
interna! medicine practice both as consultants and as family physicians. 
This is part of the egalitarian background of American medicine and is 
very different from European countries where there is no overlap 
between specialists and general practitioners. Because of this overlap, 
most departments of medicine in North America are better e(|uipped to 
teach the principles of family medicine than their counterparts in 
Europe, where teaching hospitals are staffed by specialists w'ho see only 
patients referred to them by general practititmers fit through the 
outpatient department. It is also true, however, that in the United 
States, as elsewhere, most medical schools have been remiss in not 
giving students direct exposure to family practice. As a result, they may 
graduate without any experience of this branch of medicine. 

In all countries, the prestige of general practice, both with the public 
and among the profession, reached its lowest level after World War U 
and only started to recover in the I960's when the emphasis of public 
opinioii veered from scientific to social progress and to the needs of the 
ccmimu!)ity, This chungt* was ijuickly taken up by the general 
practitioners themselves whose colleges and associations began tc) press 
for the recognition of' fumily prnctice us a specialty, one result of which 
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was the recogniUon of the programs and standards provided by colleges 

.and spedalty boards of family practice, Pressures were also exerted on 
the medical schools to give family pracdce the recognition they felt it 
^ deserved. The public and the profession itself were dissadsfied with the 
serious shortage of family doctors and laid the blame, in part at leasti 
on the specialized nature of medical education. Particularly in the 
United Slates, this led to a pragmatic appraisal by politicians of the 
objecdves and resources of the medical schools. 



DEPARTMENTS OF GENERAL OR FAMILY 
PRACTICE 

The argument usually used in favour of establishing 
departments of family practice in the medical schools is that most 
students prefer to be speci ^sjs b ecause they are tt^ined by specialists 
and only if they are trained by family debtors will they be attracted to 
general practice, This is a plausible ^rgument which has led to the 
establishment of many departments of general practice but the evidence 
suggests that it is untrue. This evidence* comes from published surveys 
and from the medical schools I have visited. 

One of the best of the published surv^eys rarely is referred to because 
it is hidden in an appendix to the report of the Royal Commission on 
Medical Education in 1968 (44). In appendix 19 there is a seventy-page 
analysis of a questionnaire submitted to 2,522 first-year medical 
students and to 3,591 finaUyear studehtSt with a 95 percent response. 
General practice was the career choice of about 18 percent of first-year 
students, increasing to 26 percent in the final year. A detailed analysis 
"did not suggest that a major effort on the part of the medical school to 
interest students in general practice results in a larger number choosing 
that career.'" 

A report by Last and Stanley (129) on 1 ,737 undergraduates followed 
for 1, 3, and 5 years after qualification, with an 86 percent response^ 
showed that in the first preclinical year 10 percent of students gave 
general practice as their career preferencej increasing to 25 percent in 
the first clinical year, to 31 percent- ori qualification, to 64 percent 3 
years after qualification, and to 62 percent 5 years after qualification. 
During the 5'year period, two out of three altered the preference fii^t 
given* This survey suggests that the great majority of students do nut 
make their career choice until after they graduate and that opportunity 
is a large factor in reaching this choice, 

Another carefully planned survey is by Prywes, Sarell, and Yodfat 
(130) in Israel, Students in their final year spent 4 weeks as apprentices 
in specially selected urban group practices or with general practitioners 
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in rural areas. All of these practitioners were on salaries. The opinions 
of the 190 studenii involved were assessed by questionnaires specially 
designed to promote objective response. Two separate types of 
assessment were made/ The tirst was concerned with the value of the 
apprenticeship as a learning experience. The expectations of the 
; student before this experience were slightly higher than after, which 
gave a final rating between ''moderately important" and "important." 
The second assessment was on the effect of this experience on the 
student' attitudes toward becoming general practitioners, The conclu- 
sion was that "most students did not change their attitude towards a 
career in general practice: this attitude tended to be either a moderate 
disinclinauon or indecision." There was no evidence of ^creased 
motivation toward general practice as a careen 

There are three further surveys (131, 132, iJ3) which include 
reviews of the literature and an analysis of medical schools ranging 
from those with a traditional approach to those with emphasis on 
"comprehensive medicine!" These also failed to show the expected 
effect on career choice of teaching programs in comprehensive 
medicine, I have been unable to find in the literature any controlled 
investigation which shows this effect, 

In any assessment of the effect of changes in the curriculum on the 
choice of careers* die influence on the student of public opinion and of 
the rapidly increasing prestige of family practice should be taken into 
account. In one of the schools I visited, 14 percent of the 1969 
graduating class indicated family practice as their first choice for a 
career. A year later in 1970* with no change in the curriculum^ 58 
percent made this choice. This trend, not due to any changes in the 
curriculum, also has been suggested in more comprehensive surveys 
{131). 

In many of the medical schools I visited, the belief was expressed that 
exposure to general practice affects the career choice of the studenu, 
but in instances where a serious, attempt was made to establish this 
correlation, the impression given was that experience of general 
practice is as likely to turn the students away from general practice as to 
attract them to it. The great majority of those involved in medical 
education, however, are agreed that sufficient exposure of the student 
in his final year to general practice, enabling him to appreciate its 
nature and .scapes is an educational experience that should be part of 
the curriculum, 

Thtfre are many who view with alarm the intrusion of the state into 
academic affairs, for example, into family medicine. The financial 
incentives offered in the United States by the Federal Government to 
establish departments of family practice have already been described, 
but many of the individual states have gone even further. For instance, 
the medical school in North Carolina wished to have a division of 
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family practice within the department of medicine but the state passed 
an act in 1969 {6!) establishing a department of family practice to be. 
"coequal with other departments of the school,'' This was the first time 
, the state had passed an act to establish a chair. The univeraty did not 
include adequate support for this new department in its 1971-73 
biannual request, so another act was passed in 1971 (66) giving this 
department $200,000 in the first and $300,000 in the second year, with 
the qualificadon that the ^'department shall not be abolished nor shall 
its operatiom be curtailed without the express approval of the General 
Assembly.*' 

In Florida, the state legislature included the following paragraph in 
the budget act of 1970-7! (67) 

Seciiun 23: rt'cognizing the .icrious shortage of physldans in the Slate' of 
Florida and in an effort to !niniedia,t^ily.aid in alleviating this condition, il is the 
legislative, intent that all state finaneedf medical schools and all medical schtkils 
within the state receiving state funds will develop a leaching program in family 
medicine. Plans for the development of a department of family pracike at each 
state university medical school shall be developed under the iupervisic)n of the 
Board of Regents and such unallmated fundi as may be at its disposal may be used 
to implement this high priority item, A report of the development and implemen- 
tation cif thh propcxsal shall be presented in the legislature on the first day of the 
nesi reguUr session. 

In New Y yrk and in many other states similar types of legislation 
have been enarted. 

In the 1972-73 directory of the Association of American Medical 
Colleges (46), 23 of the I 13 medical schools had independent 
departments of family practice, another 15 had family pracdce linked 
with community medicine*' and 6 had family practice as a subdepart- 
ment of medicine. In Canada, 7 of the 16 medical schools, have 
established departments of generar practice and some others have 
subdepartments. 

Ail medical schools have been or are being faced with the problem of 
deciding whether they should establish an independent department of 
general practicej have a subdepartment* or leave the student's exposure 
in the hands of selected general practitioners. Once a department of 
family practice has been established, it is almost impcisslble to reduce it 
to the status of a subdepartment, A sensible compromise, undl the 
place of departments of family medicine in undergraduate educadon is 
established, is either to merge it with another department, make it a 
subdepartment, or base it in the teaching hospitaL The impression I^ 
gained was that the most satisfactory arrangement is to have family 
pracdce linked with community medicine including the relevant aspects 
of preyenuve medicine, epidemiology, and public health* This associa- 
tion places family practice in its natural academic environment and 
gives It the research outlet it needs if it is to have an academic identity. 



Family Praciick and CoNjSii'Nrrv Mkiiujnk 



71 



Community mccliciiu' has been duMcribt^d by the exponents of family 
pratticu as "onv of its uiiic|Uc coiiiponcnis " {64). li would seem mort: 
reasonable to say that Himily practice is a ct)!nponent of community 
medicine. 

It has been said that family practice must have the status of an 
independeiii department to give it the prestige that is needed if 
students are to be auracled to it as a career, Iti my experience students 
are not particulurly impressed by this kind of prestige and are more 
likely to be impressed by a subject which is taught in its own natural 
setting. It also has been said tliat the drift itnvard specialization and 
away fVom family practice has beeii a natural secjuel of- the adf)plion by 
tht? United States of the Flexner Report in 1910. It uould be fairer to 
say that it was ihe rapid expansion of medical knowledge, which svas in 
part due to the adoption of the Flexner Report, that first emphasi/.ed 
and then overemphasized the need for specialists. 

In Britain the same pressures have been exerted on the medieal 
schools !)y the public and by the profession itself to ereate departments 
of general practice staffed by general practitioners (6*9). There is now a 
Roval College of General Practiuoner^ and in 1973 there were six 
departments of general practice in the 28 niedical schools of the United 
Kingdom {62). The oldest of these is in Kdinburgh University w^hich, 
since the 18th cenUiry, hiis been linked to "dispensaries" in the slums of 
Kdinburgh that are staffed on a voluntary basis by physicians and 
students from its teaching hospital. By 1952, this general practice 
teaching unit was looking after approximately 6,()00 patients svith a fiill- 
lime staff, paid by the university. Hiis staft consisted of five doctors, 
two social service workers, two nurses, and three secretaries, aiid the 
unit has remained more (^r less unchanged. The department gained its 
independence in 1937 and in 1964 a chair of medicine in relation to 
general practice was cieated. 

The second oldest department of general practice is in Manchester. It 
was establislied as a university health centre in 19i)4 and became an 
independent university department in 1969, A stafT of six fuIUtlmc 
dtKifirs, three nurses, three health visitors, an J one psychiatric social 
worker lfM)k after alM)Ut 12.000 patients on a capitation fee basis which 
pays about half of the expenses, the oiher half being met by the 
university, niiese two departments of general practice have been in 
operation for 20 years or more but their contribution to undergraduaie 
medical education has not yet been clearly established. In Britain, as in 
C'anada, fees for service cover less than half the cost of these 
departments of familv practice. The place of family medicine in the 
curriculum is discussed in the next chapter, 

Scieuce has intnKluced a healthy skepticism of tinie^ht)noured beliefs 
and doctrines which has replaced the mysti<|ue of medicine and die 
prestige that went with it. Science has also widened the scope of 



72 



Mepicial Education and the State 



medical knowkfdge to such an extent that the general pracdtioner 
cannot have the satisfacUon of being master of what he is practicing 
without the assistance of special facilides and advice. He may dierefore 
prefer eidier to specialize or to practice in an urban area where diia 
specialized assistance is readily available and where he and his family 
can have die social ameniues they find most desirable. These trends 
appear to be inevitable and are most unlikely to be altered significandy 
by changes in the curriculum, At least some of these trends are highly 
desirable and it might be better to accept them and concentrate on 
improving the conditions of family practice. Medical graduates will 
usually choose what they consider to be the most sadsfactory career, 
provided they have the opportunity. If governments wish to have more 
family doctors, they must play a part in providing these opportuniUes. 
Postgraduate training in general practice must be given adequate 
support if it is to be well organized and attractive. Particularly in rural 
areas, there should be subsidies to improve the conditions of family 
practice and to create the facilides for group practices which should 
include adetjuaie assistance from other health professions and services. 
As in any profession, the family doctor needs not only interest in his 
work but also adecjuate help to give him ume for leisure and study. 
This outlook is not politically popular because it would require a 
considerable expenditure of public funds. It is much more acceptable 
politically to blame the medical schools for the shortage of family 
doctors. 



COMMUNITY MEDICINE 

The contribution which most medical schools have made to 
the neighbouring community has by tradition been left to their teaching 
hospitals but in many countries pressures are being brought to bear on 
them to widen the scope of this contribution. Some are now using most 
or all of the community hospitals in their vicinity for undergraduate 
instruction.. However, this degree of decentralization and diffusion of 
effort is difficult or impossible to reconcile with an organized approach 
to clinical teaching. What can be much more successful a close 
linkage of the medical school with its community hospitals in ofganizing 
an efficient residency training program including general practice. This 
is being done or planned on a wide scale in North America and 
Scandinavia where there is ample evidence that it can be very successful 
in raising the standards of community hospitals as well as the standards 
of professional training. 

The departments of community medicine that have been created in 
medical schools are usually concerned with the health resources of the 
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community, often including the principles of epidemiology, preventive 
medicine, public healih, and environmental health. In most medical 
schools this has been a change in the name of departments previously 
called public health, epidemiology, social medicine, or some variant of 
these titles. In the 1 13 medical schools listed as members in the 1972-73 
directory of the Association of American Medical Colleges (46), 56 had 
departments associaicd vviih the name community medicine or commu- 
nity health. 

Another development in community medicine which many believe to 
be only a passing phase is the use of remote community hospitals as a 
base for undergraduate clinical instruction. For instance, Michigan State 
University has a community-based program of medical education in 
which community hospitals in distant parts of the state are formed into 
**corpo rations/* with local physicians responsible for about 70 percent or 
80 percent of teaching. The student is assigned to one of these 
corporations throughout his period of clinical training. The university 
has no control over patient care but pays the cost of education- A 
similar approach has been adopted by others, including the University 
of Indiana (69, 70). 

A different approach is being developed in the University of 
Washington which is decentralizing a large part of instruction in basic 
science and a smaller pari of clinical teaching. This is being done in the 
universities and hospitals of the neighbouring states of Alaska, Mon- 
tana, and Idaho, in the hope tliat graduates will be attracted to ihese 
areas (71). Federal regional medical programs have also encouraged the 
medical schools to uJCome involved In the health problems of the 
community. There were many at the time who doubted the validity of 
regional schemes such as those under the terms of the heart disease, 
cancer, and stroke programs (72), doubts that seem to have been 
justified by the recent withdrawal of federal support on the grounds 
that they have not been successfuL Teaching hospitals and community 
hospitals are better ecjuipped than medical schools to take over diis 
kind of responsibility. 



PHYSICIAN ASSISTANTS AND ASSOCIATES 

The case for the medical assistant or associate is that, if 
properly trained, he will incren^e the contribution that the family doctor 
can make to the community, in most countries this need is filled by the 
experienced nurse, but in the United Stales the shortage of nurses is 
just as great as that of physicians. I was told that some of the nursing 
associations arc opposed to nurses playing a role that is subservient to 
the physician. 

85 
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In 1U71 the AMA approved the? "essential^ of an approved educa- 
tional prngraiii for the assistant to the piiniary care physieian** and by 
1972 there were 22 of these approved programs associated with 
medical schools and hospitals with a capacity of 1,125 students (29). 
After graduation from high school, a Uyear program is recjuired for a 
grade one medical assistant and a 2-year program for grade two. 

One of the best established pn^grams has been in operation since 
1965 at Duke University, offering a 24-mcnith course which leads to 
certincation as a physician's associate. There are 40 giaduates a year, 
most of them ex-servicemen. An academic year is devoted to the basic 
medical sciences including anatomy, physiology, pharmacology, and an 
introduction to clinical medicine. This is followed by 15 months of 
clinical rotations w4ien the associates are taught to take histories, 
perform comprehensive physical examinations, and collect and inter- 
pret data from procedures such as gastric analysis, bone marnnv 
examination, lumbar puncture, and electrocardiograms. They are 
expected to provide patient care services such as wound suturing* the 
application of casts, and the assessments of patients who are ilk Many of 
diese associates are now successfully employed in practice under the 
supervision and responsibility of a physician. It is claimed that they are 
readily accepted by patients and the demand is greater than the supply. 
It is also claimed that in favourable circumstances the physician 
associate can increase the physician*s productivity by percent or even 
75 percent. Several states have specific statutes legalizing the activities of 
the physician's assistant (73). ■ = ' 

The Johns Hopkins University has an even more ambitious program 
involving 2 years of * college education'; which must include biology, 
chemistry, psychology, and sociology, foUowed by 2 years of clinical 
training and the award of a baccalaureate degree in the health associate 
program. This program claims that 'ihe health associate is a semi- 
autonomous practiuoner functioning in collaboration with other health 
specialists.^' (74), Many other medical schools are taking part in the less 
ambitious "Medex*' program designed piimarily fcvr ex-servicemen who 
have had 2 or more years of experience in patient care. This program 
usually includes at least 3 months training in the medical school 
followed by a preceptc)rship of I year or more with a practicing 
physician (75, 76). 

One of the hazards of creating a class of physician's assistants and 
associates is that after a lew years they may consider tbemselves as gwd 
as the physicians under whom they are working. Since the shortage of 
nimily doctors is likely to continue, the varfdus associations of physi- 
cian's assistants that have already been fVjrmed may find it not too 
difficult to obtain the right of jndependent practice. Where nurses with 
special training and experience are used, particularly in rural areas, this 
hazard does not arise. 
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In Europe, the distrit t nurse or nurse assistant long has been of great 
value in extending the usefulness of the general practitioner, but except 
in rural areas this usually has been in the. direction of followup cases 
rather than primary visits, More recently, the concept that a nurse with 
ipecial experience and training could relieve the general practitioner of 
much of his work load has spread to the United States and Canada. By 
1969, 19 nursing schools in the United States had courses for "family 
nurse pracdtioners'' and fourteen for "paediatric nurse practitioners*" 
(77). Since then the numbers have been increasing rapidly (145). All 
require the candidate to be a graduate of an accredited nursing 
prograni and most schcKjls require previous experience in ambulatory 
or outpatient care which may be as long as 2 years. The length of the 
course is usually between 10 weeks and 1 year, depending pardy on die 
experience the nurse has had. It includes history taking, physical 
exarnination, and emergency or palliative treatment, recognizing that 
the nurse will be responsible to a physician. In Canada the approach is 
much the same, with almost all schools of nursing giving courses for 
nurse practitioners (78, 79). 

The nurse practitioner, rather than the medical associate, seems to be 
the best answer to the clinical help which is needed by the general 
practitioner if his work is to become more effective in relieving the 
shortage of family doctors. They have been successful in Europe and 
northern Canada for many years and compared with medical associates, 
the danger of any demand for the right of independent practice is 
negligible. 
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UNDERGRADUATE CURRICULUM 



An analysis in depth of the changes in the medical 
cuniculum tliat have been intrt^duced over the past few years is beyond 
the scope of this survey. We are living at a time when all or ainiost all 
the countries of the civilized world are convinced that there must be 
drastic reforms in both undergraduate and graduate medical education, 
but even the most progressive countries are uncertain what these drastic 
changes should be. The success of any change in the curriculum is 
usually based on opinion ratlier than measurement so that much of the 
evidence on which rational decision could be based is lacking. It is also 
true that some evidence which is available is being neglected, and that 
decisions arc being based on opinion or expediency as distinct froni 
knowledge or principle. Discontent over the orientation of the medical 
curriculum has expressed itself in four principal directions. 

1. Jntegratiun — With integrated teaching* departmental barriers are 
broken down so that the curriculum becomes the responsibility of a 
team rather than of individual departments. Teaching is based on 
organs or systems, each department giving its contribution, so that the 
student is presented with a complete picture of the system usually 
including its clinical applicadons. This approach allows clinical situations 
to be inirciduced to the student in a natural setting at a much earlier 
stage in the curriculum and can stimulate the interest of the student by 
giving him a grasp of the significance of what he is learning. It is 
expensive in teachers' time and to be a success integrated teaching must 
be supported by a group of dedicated teachers. It tends to destroy the 
identity of individual departments and yet it must have the full support 
of departmental heads. 

Opinion is divided on the success of integration of the preclinical 
subjects and in some schools both staff and students have been glad to 
return to the departmental approach. An exception is the nervous 
system, which more readily lends itself to integration. What is more 
likely to be successful is a substantial introduction to each of the 
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preclinical subjects followed by their integration with the disturbances 
of function which can occur in diseaie. Experience has shown, however, 
that this is seldom a success when exposure of students to clinical 
situadons is the responsibility of basic scientists who know litde about 
the clinical aspects of disease or by physicians who only have a 
superficial knowledge of the basic sciences that are involved. This 
integration is much more likely to be effecuve if there is a sufficient 
variety of specialists whose principal interests are in one particular 
organ such as the kidney^ heart, or lung. They should know more 
about the clinical aspects of their particular interest than most 
physicians and as much about its physiulogy and pharmacology as most 
physiologists or pharmacologists. More commonly in North America? 
those who are good teachers are now being used in many preclinical 
departments to cover the area of their own particular interest. The 
spectacle of a clinician teaching the basic sciences does not fail to 
impress the student with the relevance of what he is learning. The 
clinician is in a position to talk with authority on the applicadon to 
medicine of what he Is teaching. The burden of this contribution to 
integration falls mainly on the department of medicine. 

IntegraUon of the paraclinical subjects, such as pathologyi microbioU 
ogy* and epidemiology* is usually easier than integration of the 
preclinical subjects but, as in any form of integration i success depends 
on the enthusiasm of those concerned and their willingness to sacrifice 
the added time necessary for this approach. Integration of the clinical 
subjects is not difficult in some of the medical and surgical specialues 
but, in general, clinicians have difficulty in adhering to a timetable 
which is rigid and yet has no regular pattern. 

2, EUctives—Course$ that allow the student to concentrate on the 
subjects that interest him are now the rule rather than the exception in 
most countries > but the proportion of the student's time which can be 
used in this way varies widely. The proportion is greatest in the United 
States where more than a quarter of the curriculum is elective in most 
medical schools (50). In some medical schools elecuves can be based on 
three or four ^ tracks" which lead to the principal types of career. 
Stanford University is of particular interest in having successfully 
operated a wholly elective program since 1968 (81). Elecdve programs, 
like integrated teaching* involve a considerable increase in the teaching 
load and this usually falls most heavily on the department of medicine. 

3. Family Practke and Community Medkim in Uw Curriculum— Over the 
past 10 years, many departments of family practice have been created 
but, in assessing the contribution they are making, it should 1^ realized 
that published curricula are often misleading since topics previously 
listed under introductory course, outpatient clinics, social medicine, 
epidemiology, and even public health are sometimes listed as family 
medicine although they may not be taught by that department. In 
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aclditit)!!, tlim- fU'partituMUs may taku part in activities sudi as history 
talking and uxaniiiiation of the patient which also is done by other 
clinical departnifnts. They niay take over the responsibiliiy for general 
outpatient and casualty work and most of them operate one or more 
family practices* with other faniily practices affiliated f^)r teaching 
purposes. Undergraduates are usually given a superficial exposure to 
family practice in the early years, with something niore subsianiial of 2- 
6 weeks dination, as well as electives, in the final year or years. In the 
sch(K)Is I visited, iliese electives were usually chosen by less than 10 
percent of the students. Most departments of family |^icli:ce are 
finding difficulty in establishing tlieir identity in the uiiuergraduate 
curriculum but tliis does not mean that family practice should not have 
a place there, A brief exposure to family practice under' the best 
coiiditions can be a rewarding experience for the student but this 
exposiue should be limited to giving liim a general understanding c)f 
what is involved. A more tliorough exposure should be postponed until 
after graduaticm when the student is better ec|uipped to understand the 
ciifflciilt clecisions wliich have to be made, often on evidence W'hich may 
appear to be inadec|uatc to the sliident. Most agree that much of this 
undergraduate and graduate exposure is best given through a salaried 
group of family practiti<mers linkecl with a medical school or its 
teaching hospital. This allows the added expenses of the medical clinic 
and of inv(>Ivement in leaching u> be borne by the medical school or 
hospital, Undei' tliese eonditic)ns the coniributicin which other health 
services and professions can make to family practice can be taught in 
their natural setting, which is a part of community medicine. The 
relatitaiship of family practice to community medicine has already been 
discussed in Chapter 

4, Dumiion of the Mt'dlral (lourst^—Mosi governtnentH have been 
exerting pressures in reduce the duration of the mediciil course and to 
increase the ()Ulput of graduates in medicine. Most medical scht)ols 
have reduced the time spent nn the minutiaeof anatomy and many no 
longer recjuire the student to make dissections. In other departments 
iliere has been the same pruning of the unimpoiiant with some 
replacement of practical classes by demonstraiiims. In shortening and 
reorganii^ing its em riculum, each country has its own approach. 

In the United States in I07H^74, 88 percent of those admitted to 
medical schools had i)btained a bachelor of science or of arts degree 
after 4 years at ik university, usually including specified courses in 
chemistry, physics, and bi()logy (29, 138). Thv traditional pattern of the 
medical curriculum in American medical schools has been 2 years of 
the basic sciences, including pharmacology, pathology. micrt)biology, 
and an introduction to clinical medicine, followed by 2 years of 
structured clinical instructicm in the teaching hospitals, rhe initiative in 
reform of medical education has come from the United States and in 
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most schools this pnitiMii is now oiily a shadow oF the past, with 
currkuluni revision ihu rule rather than the uxceplic^n* Today, there 
are no standard paticrns but 'innovative" programs are the tashion 
partly beeause fmandal inducements have been given by the federal 
government and by Ibimdations and partly because of dissatisfaction 
with the traditional methods. In 1972-73, 21 of the 113 American 
medical schools had courses in the basic sciences which were predomi- 
nately integrated* but many others had interdepartmental systems 
teaching designed to integrate in varying degree the basic sciences with 
the clinical subjects (SO). Sixty medical schools had an all elective final 
year and many had electives in other years as welL 

Stanford University is of partteular interest because since 1968 it has 

^ had a wholly elective 4 -year program. 1 he student is given several 
curricula tracks which he may modify or change svith the help of 
faculty advisors. The only recjuirement is that the student must 
satisfactorily complete 192 '^units ' of approved courses, which must 
include 64 '*units * of clinical clerkship of which 48 must be full time in 
at least three different departments (81). By working in the simimer, 
the student can complete this course in 3 years but 90 percent prefer to 
take 4 years or more. After 4 years of experience with this program, 
both faculty and students elected that it should be continued and that a 
core program should not be introduced as had been suggested. The 
only part of the program that will be revised is the system, of faculty 
advisors. It is also interesting that the students have proved to be 
conservative in their curricula choice, with a heavy concentration on 
traditi<)nal courses. Ninety-five percent of itudents choose what would 
be generally considered the core subjects. Since there are no captive 
ai'Hiences, courses that interest the teacher rather than the student have 
disapp'.r^t'ed and the standards of leaching have improved. The 
performance of these students in the Naticmal Board Examinations is 
said ia be excellent but this may be evidence oi the students natural 
ability which, from the process of selection, is kncnvn to be high, 

, Another pattern which has been adopted by several schools, includ- 
ing the one at Duke University, is to concentrate, in the nrsi year, on a 
core ciu ricuiimi hi the basic sciences including pathology and microbiol- 
ogy, followed in the second year by a general exposure to clinical 
subjects. In the third and fourth vears the student has tlie choice of a 
wide variety of electives. 

One of the most common patterns is to concentrate on the basic 
sciences, including pathology and microbiology, in the first year, 
followed by interdepartmental systems teaching conducted by clinicians 

' and basic scientists in the second year, clinical rotations in the major 
clinical subjects in the third, and leaving the fourth year as one which is 
enurely elective. Thv general trend is a reduction in time spent on the 
basic sciences, particularly on anatomy. Over a 1 0-year period, there 
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has been an average decrease of 30 percent in the time devoted to 
physittlogy, with a similar progreisive decline in the other basic sciences 
including pathology and microbiology (82). In most schools this 
reduction has been mainly in practical classes, which has sometimes 
allowed expansion of student numbers without the addition of new 
space, 

It seems illogical that emphasis on the basic medical sciences should 
be so greatly reduced at a time when the practice of medicine has 
become increasingly dependent on its scientific background. There has 
been some increase in the time devoted to the social aspects of medicine ^ 
and to family medicine but, as already emphasized, this increase is not 
usually as gi eat as the timetables suggest. 

Both electives and integrated systems teaching involve a considerable 
increase in the time which must be given to teaching. This falls most 
hea\ily on the department of medicine which in some schools is said to 
bear about 40 percent of the total teaching load. This burden is 
becoming even heavier with increasing student numbers and staff 
retrenchment from reduction in training and research grants. It is also 
true, however, that the full time staff'student ratio in the United States 
is higher than in other countries (Chapter 4), so that some increase in 
the teaching load should not be difficult to tolerate. 

A development which is becoming increasingly popular is the use of 
audio-visual and computur-assisted self-instrucuon. The National Li- 
brary of Medicine in Bethesda has a large collection of these audio- 
visual aids and abc>ut 30 medical schools are now using the computor 
network which is being developed. 

The recommendation that the medical course should be reduced 
from 4 to 3 years has been considered by most to be a retrograde step 
in American medicine although both Federal and State governments 
are offering financial inducements for this reduction to be made. In the 
United Stales and Canada there were, in 1974-75, 17 medical schools 
in which the. regular course was of 3-years duration, with an option of a 
4-year program. This is seven schools less than there were in 1973-^74, 
In another 24 medical schools, the course is designed to be of 4^years 
duration, but students have the option of reducing this to 3 years if 
they work during the summer. This is 15 schools less than gave this 
option in 1973-^74. It is clear that the number of medical schools willing 
to reduce the medical course to 5 years is decreasing in spite of the 
financial inducements offered by the Federal Government. It seems 
very likely that this trend will continue, with a general return to the 4- 
year course. Most are agreed, however, that tlie age at which students 
in America graduate in medicine is too high, but it would seem more 
sensible to reduce the period of "college" educatiun rather than the 
period of medical education. In 1972-73 there were nine medical 
schools with programs on die university campus leading to the M.D. 
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degree in 6 years or It'ss after graduatinn from high schcxjl. In 1974-75 
die number of diesu schools had incTeased to 29 (84^ 144). Some of the 
basic sciences usually included in the medical course could be takeri in 
the faculty of science rather than in the medical school, but for Uiis 
approach to succeed, it would be essential that the medical school be 
fully equipped to cover the application of these basic sciences to 
medicine. 

If the standard of graduation from American high schools could be 
equated with those of Britain, Australia, New Zealand, and Scandinavia, 
where students entering medicine have already qualified in chemistry, 
physics, and biology, there would be no reason why the medical course 
in America could not be reduced so that students could finish 5 years 
after jeaving high school. This is being planned in Europe (44). 

Many schools make use of the National Board examinations which 
allow them to assess the schooPs standing in relation to others. Where 
there have been drastic changes in the'curriculum, this assessment is 
particularly valuable and some schools have been so shaken by it that 
they have returned to a more conservative approach. 

This is a period of unsolved experiments in American medical 
educadon. Out of its uncertainty and disarray it is hoped that a clear 
sense of direction will soon emerge. Over the past 10 years, the United 
States has taken the Icfad in curricula reform, mainly due to the 
enterprise of some of the older and best known medical schools 
although the stimulus of support from foundations, and more recently 
from government, must also have been an important factor. This is in 
contrast to the other countries involved in this survey where the older 
universities have preferred to be more conservauve, leaving it to the 
hewer medical schools to introduce more radical reforms. 

In Canada the general pattern of medical education is much the 
same as in the United States but diere have not been the same political 
pressures for "innovative change" in the curriculum. The more radical 
changes in the curriculum are to be found in the new medical schools 
which have the advantage of defining the educational pattern before 
the rank and file are recruited. This insures the support of faculty since 
only those that approve are appointed. Three of the new medical 
schools in Canada have a curriculum based on integration. The medical 
school at McMaster University in Ontario, which in 1965 was the first 
of the three to be established, has set the pattern for the others. 
(Appendix II) The older medical schools in Canada have shown greater 
caution in changing the curriculum. Most have developed electives and 
programs of integrated teaching which are wdthin the framework of 
departmental autonomy and are not beyond tHeir means. Some, 
however, are finding that these changes impose a much heavier 
teaching load on the staff than had been foreseen. With integration, 
this load falls most heavily on the departments of medicine which are 
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often uuderslanVcl f()r the task and sometimes resent having to 
implement what others have planned. There is the same trend in 
Canada as elsewhere to shorten the period between leaving school and 
graduation in medicine. In 1973-74, less than one-third of those 
starting the rtiedical course had a Baccalaureate Degree (138). 

In Britain nicjSl medical students are admitted directly fnim school, 
but the entrance retjuirementj are such that they already have had the 
e(|uivalent. in North America, of about a year of college education 
including courses in chemistry, physics, and biology. It is now^ proposed 
that direct entry from schcKils should continue and that the duration of 
tlie medical course should be reduced to 5 years (H). The first 3 years 
would include the basic medical sciences but would provide a more 
liberal education than previously, 1 year being devoted to a variety of 
options. At the end of this 3-year period, the student could qualify for 
a B.Sc. or Bachelor of Medical Sciences degree, graduating in medicine 
after 2 further years of clinical instruction: Following the lead of 
Newcastle, several medical schools have introduced a modest degree of 
integration and the same is true of eleciives. The two new medical 
schools in Southampton and Nottingham have an elective period of 1 
year. In the preclinical period there has been some reduction in the 
time devoted to anatomy but it still h()lds the dominant position it has y 
inherited by tradition. Detailed dissection of the body has been 
discouraged by royal commissions, medical educators, the General 
Medical CoimciL and even by surgeons. However, so long as professors 
of anatomy are sole arbiters on what has to be learned of this subject, it 
is likely that students will continue to be examined on the minutiae of 
anatomical structure. Similarly, in other preclinical subjects, a coui^e of 
didactic lectures is sometimes considered the easiest and must economi- 
cal way of covering the subject. The dangers of allowing the curriculum 
to be ctrntrolled by heads of departments is emphasized in the report of 
the Royal Commission in 1968 which reconnneiids that ^'the planning 
of medical education need not and cannot any longer be left to 
individual heads of departments," (44). 

The Royal Commission also recommended that the clinical stage of 
instruction shcjuld consist of basic university education in medicine, 
compulsory internship being taken to mean that the medical schools are 
released from any suggestion that they need produce a graduate fit to 
practice medicine independently. To implement this change, the 
staffing structure of teaching hospitals should be changed to emphasize 
"geographical full time appointments" and greatly improved accommo- 
dation for teaching. "C^pen ward rounds" and the open demonstration 
of outpatients should be discouraged; emphasis should be rather on an 
integrated approach and on the kind of personal instructicm that will 
stimulate the interest and curiosity of the student. There should be 
greater emphasis on clectives in the clinical as well as in the preclinical 
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period. T\m orit'niathn ol' ihv iiu'clituil curriculum svhich is recom- 
mended by the Royul Conunission would, if it is implemented* bring 
medical education in Britain mucb closer to the pattern which has 
developed in North Anierica over the past 20 years. 

In AuHiralia ahnost all medical schools have the conventional 
curriculum of a premedical year, 2 pteclinical years, and 3 clinical 
years, a pattern which inclndes orthodox examinations often with a 
high failure rate, Several schools have intrrKhiced shtnt elective periods, 
while the universities of New South Wales and Monash are attempting 
inlegraticni wiih continual assesstneni and a re vi Hid system of examina- 
tions. In some other medical schcjols similar changes, with a reduction 
(if the course to l) yeais, are being planned. 

In Sweden the medical curricultmi, particularly since 1954, has tc) an 
increa''ng extent been subjected to national control and has, therefore, 
a greater degree of uniformity than in other countries where the 
medical schools have more freedom. A distinguished professor of 
medicine in Sweden has written as follows: "In Britain and Ssveden 
opposite philosophies seem to govern medical care and edtication, 
Britain has centralized the fbrmer but fortunately permits considerable 
freedom in educational programs. Sweden has centralized education* 
even at university levels, but there is a Mr amount of freedom in the 
organization of medical care. Personally, I regard freedom as an 
essential prere(|uisite for rapid progress, both in educaticni and in the 
care c)f the sick." {20). I bis is characteristic of the concern, which is 
V()iced by many heads of medical departments, over the tightening giip 
diat the government is exerting on the pattern of medical education. It 
is now propf)sed that all stuclies in medicine, lasting 5,5 years, be tied to 
a given schedule. This framework, which is based <m the ''block" 
system, defines the lime to be devoted to each subject as well as its 
setjuence. It has to be followed by all medical .schools, and this is at a 
time when the best approac:h t() medical education is (juite uncertain, 
ibe ne\v curnc ulum which was approved by Parliament in 1969 is 
fbunrl by many heads of departments to be disapp<)intingly conservative 
or even reat tionary. 

An unusual feature^ which deserves special comment is that entiy into 
the medif al schools can be either in the spring or autumn, a mcjre or 
less e(|ual division of students being made. It fVillows that most 
departments have to repeat their courses twic:e a year and, surprisingly 
cn()ugh, there appears to be little objection t() this duplicatitm. It 
reduces the size ()f classes and has another advantage which is of 
considerable educational importance, Kvery student starts his clinical 
studies in a department of mediciiie and only when this rotauoh has 
been completed will he get his first cKperience of surgery. Most svould 
agree that this sec|uence is ideal for the educauon of the student, but 
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with a single annual entry it is only possible for half the class unless 
teaching ^ds are to be left unused for half the year* 

In a country which, for its size> has made such a remarkable 
contribution to medial science and whose medicai care programs and 
hospitals are so progressive, it is most surprising to find so little 
evidence of change in the medical curriculum or in the methods of 
teaching. It may be that the high quality of the medical profession in 
Sweden is due to the greater freedom which medical education enjoyed 
until recently, or it may be that the conservative educational pattern 
adopted by Sweden is, in fact, the best. Probably more important than 
how he is trained is the high calibre of the Swedish medical student. 



EXAMINATIONS 

It is now generally agreed that the kind of examinadon 
which has traditionally dominated the medical course is not only 
unreliable but may also become a serious interruption of the students' 
education. Particularly in North America, many medical schools now 
rely on progressive individual assessment, usually backed by oml or 
written examinations of the short answer type. If it is to be fah', 
progressive assessment should involve both senior and junior insiructora 
who have an intimate knowledge of the students' progress and 
performance and who should discuss the merits of each student before 
establishing his grade. Several medical schools in North America 
discontinued examinadons altogether but most of these have returned 
to the view that grading is an important part of the learning process. 
Usually only pass or fail is posted^ but the student may be given his 
mark or grade upon recjuest together with a class distribution curve or 
average so that he may Identify his own posidon (44, 80 ^ 138). 

The competence of a physician and the contribution he will make to 
the community depend as much on his character and temperament as 
on his natural ability. The proper selection of students from the large 
numbers that apply is probably more important than the details of the 
curriculum and yet there is no agreement as to how this selection 
should be made. In Sweden the student is selected on hb scholasuc 
record but in other countries the method varies from school to school. 
The principal drawbacks of die interview are the natural bias of the 
interviewers and the ability of an articulate and confident applicant* 
who has a fair idea of the questions he will be asked, to give a false 
impression of his honesty and dedicauon to a medical career* Many 
medical schTOls accept the best and reject the worst judged on their 
records, interviewing only those considered to be borderline. The use 
of "intelligence" and "aptitude" tests as part of the record is widespread 
in North America but less common in Efirope* 
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DISCUSSION 

/ 

Most would agree with a stateniunt, made by a recent Royal 
Commission in Britain^ that compulsory internship has relieved the 
medical schools from any suggestion that they need produce a graduate 
fit to practice medicine independently (44), It is partly for this reason 
that it is very difficult to assess and contrast the product of the medical 
schools in the countries I visited. I have taught and examined students 
of the graduating class both in Europe and North America, The 
impression I gained is that European graduates, in general, are more 
likely to accept without question what they are taught and are less 
critical of teachers who are dogmatic. In North America the students 
have more curiosity and are more argumentative; they are taught more 
about the application of the basic sciences to disease and are therefore 
more conscious of what is not knojivn of the background of medicine. 
Probably for these reasons they are more anxious to keep up to date, as 
evidenced by the more extensive use they make of postgraduate 
education, Tlie European graduate has the confidence which comes 
from greater clinical experience than his American counterpart, but the 
significance of this can be exaggerated since the assessment of clinical 
experience and ability has much more meaning after the period of 
postgraduate training. 

The demand in the 1960's for reform of the curriculum was based 
on the criticiim that it had not kept pace with the changing pattern of 
medicine. Reform was directed toward replacing what had become 
Uiifelated to medicine with what had become relevant, and toward a 
curriculum that would interest the student so that he would remember 
what he had been taught and be encouraged to keep up to date. These 
rational objectives have been pushed aside in response to a popular 
demand that the duration of the medical course be shortened and that 
the medical school and its students become involved with the needs of 
the community. Particularly in the United States there has been a 
danger of overemphasis on change for its own sake, with sweeping 
cuiricula reforms based on relevance as defined by the student or the 
community, rattier than any rational educational policy. In 1974 and 
1975 the enthusiasm for innovative change has been on the wane as 
lessons are being learned from the experience of the past few years. 
Many medical schools are considering a return to a more conservadve 
approach. It is, however, from extremes of this kind that the best 
answers often emerge. It seems likely that die lasting contribution to 
progress from this period of experimentation will be the regulation of 
what is contained in the curriculum by a group chosen for this purpose, 
rather than by heads of departments. It also seems likely that this will 
be associated with elecdves and integration in appropriate areas and 
with greater emphasis in the basic sciences on thefr relevance to 
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incdkine aiicl less un ihv tU'tails uf research. There certainly will be 
increased emphasiH on the needs of the patient and on primary care. 

In Europe it seems likely that most countries will reduce the medical 
course to 5 years while in America it seems probable that the medical 
schools will retut n to the 4-^year course for all but exceptional students* 
with a period of college education that will be reduced to 1 or 2 years. 
The time wliich has it) be spent on postgraduate education has bect)me so 
great that the age of g! aduation in medicine must be reduced. 

-Much has been said, particularly by those whose primary interest is 
family practice, about tlie need to discard the concepts put forward in 
the Flexner Report <)f 1910. Less vocah but probably much more 
niimeious, are those wht) believe that after 60 years Flexner himself 
would have added to his recommendations rather than change them. 
He would have been pleased with the progress of research in the 
medical schools anci svith the emphasis in the curriculum cm integration 
and on the application of the basic sciences to clinical problems. It 
seems unlikely that he would have disagreed that clinical instruction 
should now extend beyond the teaching hospital svith greater emphasis 
on primary care and the needs of the community. He might have 
added that the nursery for learning primary care is still the hospital 
where the student can follow the changes in his patient from hour to 
hour and day to day. 
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In mmi countries graduate cclLuaticni in the sperialtics has, 
until recently, lx»en an apprentieeship with no organized hackgnmnd 
except an examination condiicted by cnic of the spec ialist associations. It 
is now generally agreed that the training of a specialist is more 
inip<)rtant than his ability to pass an uxaniinatiou, Tim is the principle 
which has guided specialist training in the United States and Canada 
iiver the past 30 years, where the content and dunuic)n of the training 
retjuired is set out in detail and must be taken in hospitals that have 
been inspected and approved, 

^ In the United States, hospitals are approved i'ov the training of 
interns and residents by the Liaison C^ommittee on Graduate Medical 
Kducation which reports to the Coordinating C'ouncil on Medical 
Kducation, Each year a direetory of approved internships and residen- 
cies including the opportunities and facilities available in these hospitals 
is published by the American Medical Association, llie general 
rec|Uirements are sufficient teaching beds and a well-<|ualifletl and well- 
organized staff, with an educational committee responsible for the 
organization of the residency program which must have sufHcient 
educational content and must include scheduled conferences. In 1973 
thete weie 4,840 programs approved for residency training, about 90% 
of which were affiliated with medical schtjols (138). The re<|uired 
training in the vanuus specialties is set out in some detail both as to 
conteiit and duration, (83), The trend is clearly tt>waid increasing the 
responsibility of the medical schools for these programs. 

The American Board of Specialties coordinates the activities of 20 
specialty boards in the various specialties of medicine and surgery. 
71iese are responsible for the standards of training retjuired in each 
specialty and for providing examinations to determine, ct)mpetence for 
certification and inclusion in the Directory of Medical Specialists, The 
specialty boards include representatives of the American Medical 
Ass(>ciatif)n and the various colleges and other organizations ass<^iated 
with the specialty {39,41), The training ret|uirements which have been 
in operauon since 1941 now require 3 to 6 years of residency or oLher 
formal training, with considerable variation.s among the various speciaU 
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As an crxainple, the re(|uireinents for internal medicine are as 
follows: the candicJate must have graduated from a medical school 
approved by 'the American or Canadian medical associations or must 
have passed the examination of the Educational Council for Foreign 
Medical Graduates, In an acceptable training program, he must have 
spent 1 year in an approved internship, 24 nionths in general internal 
medicine and, under supervision, have had primary patient responsibiU 
ity. The director of this program is responsible for providing a detailed 
account t)f the candidate's performance and competence. From tliis and 
other supporting references the board decides if the candidate is 
eligible to take the examinations which are of the objective multiple 
choice type designed to test the candidates clinical acumen as well as 
his knowledge. Having passed this examination, the candidate may, if 
he wishes, proceed to one of nine subspecialties in internal medicine, 
Two further years of full-time training in the subspecialty will be 
re(|Uired. followed by an examination {40). 

The formation of a Specialty Board in Family Practice was approved 
in 1969. The first examinati<m was held in 1970 by which time over 30 
resideticy training programs in family practice had been approved. In 
1973 this number had increased U) 257 {138). The requisites were that 
training shoiild be of 3-years duration after graduation, based on a 
model family practice but with additional training in medicine* 
paediatrics, psychiatry, community medicine, and other options {83). 
Most medical schtK)ls are now^ taking part in these programs. 

In Canada, residency and specialty training, although a provincial 
responsibility, is largely controlled by the Royal College of Physicians 
and Surgeons of Canada and by the medical schcxjls. Fellowship of the 
Royal College has for the past 30 to 40 years been conditional on rigid 
training recjuirements extending to 5 years or more after graduadon. 
Ail applicants must have been trained in hospitals approved by the 
College as part of a training prograni organized and supervised by a 
medical school {84): This brings the medical school into closer contact 
with the community hospitals and also ensures a proper balance 
between service and the process of learning in these residency training 
programs. The examinations of the Royal College in the specialties are 
recognized m all the provinces except Quebec as a qualification for 
specialty registration. Quebec conducts its own examinations, but 
reciprocity is now being seriously considered. Some of the provinces 
give the university an ann_ual grant for those registered in residency 
training programs. This may be half as much as is given for a medical 
undergraduate. The provinces also pay salaries to residents^n^training 
which may range up to $10,000 a year or more. 

^ he College of Family Physicians of Canada conducts an examination 
ihv Certification in Family Medicine, the usual prerequisite being 2 
years of training in a program based in a medical school. All of the 16 
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medical schf)c)ls with ilit^ir amiiatecl hospitals are now involved The 
programs vary but a conunon paitcTn would include 6 months of 
medicine and 1 year divided between paediatrics, psychiatry, and 
obsteirics, with emphasis on out-patient work and experience in family 
practice. 

In Canada there were many unsuccessful attemptH in the 1950's and 
early 1960'$ to establish residency training programs in family practice 
very similar to the ones that are a success today. These failed becau^g 
very few students wished to become general practitioners. Now these 
programs are fully subscribed, a clear indication that general practice 
has become more popular within the profession itself. This may be due* 
in part at least, to the increased prestige of general practice in the 
minds of the public, to increased opportunities in general practice, and 
to the increased social consciousness of recent graduates. 

In Britain, postgraduate education is contributed to by Royal colleges, 
universities, foundations, health ministries, and local enterprise (85). 
Since responsibility for this effort has not been defined, it is not 
surprising that it has been uncoordinated and sometimes ineffective. 

The report of the Royal Ct)mmission on Medical Education (Tt^d 
Report) contains recommendations on^ahe postgraduate training ot 
specialists and general practitioners, which, in many respects, are more 
ambitious than in North America or elsewhere (44). It recommends 
that a central council for postgraduate medical education and training 
in Great Britain should be established, which would represent tlie 
universities, the National Health Service authorities, and the profes- 
sional colleges. This council would be responsible for postgraduate 
professional training in all the specialties, including general practice and 
community medicine, and also for continuing education. After the 
intern year, there would be a S^year period of 'general professional 
training" for future general practitioners as well as specialists. This 
period of training would be vocational rather than academic and would 
be based on a series of appointments most of w^hich would be in 
hospitals. The aims of the 3-^year training would be sufficiently broad 
that a change of career intention could be made at any time. The 
number of trainees allowed to proceed for further training in any 
particular specialty would be decided by the number of vacancies 
expected in that specialty. Those selected would proceed to advanced 
training in intensive trainingtposts, usually for 4 or more years. This is 
longer than is required in most countries but is considerably shorter 
than has been customary in England, where the average age of first 
appointment to a consultant post during the years 1963-67 was 39 
years (86). The number taking this long period of training has greatly 
exceeded the number of vacancies in the National Health Service. Since 
a consultant appointment in the National Health Service is essential for 
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( oiisuitani [)ntn;i(\ innm^ nl iliosc who flid iicji succuccl in gt'iiing tliis 
appointmeiH t'tiiigr;iU*(i rnllUT \\Viin iKlinii failuiis. 

rinisu wisliiiig [() iu' gciuMal piarrilicnuTH vvfuild, iihvr ihv H-yuar 
pfri(»d of'gcMRTal profuHsicnial naiiiing, have ai lv\m 2 iuvihvr years of 
advaiut'tl ii aiiiing as an ashisiani in gtMUMal [>rat tic t^ I In* gcMieral 
prat liticfiicr oi ilic fiiunt' will thus havu n years of nicdital undngradu- 
atc iiaining and n or iS ycais of graduaie training l)ufni'L' he is allcnved 
an indcpendtMii [)ra(iicc. 

In mcut the needs ol this pian it is icc()ininended tliat the Naiituial 
Healih Servitu adopt a new ht^spital siafflng structure, and in order t(j 
make these periods ol training eompiiisory for all who wish to piactice 
their piofession. it is reerjnnnetideci that there siiould be vocational 
regi^traiicin based tm spetiflc periods of traiiiiiig and experieiue, (/^/), 
riie govennneiit retently pii^pared a bill thai woulcl have given the 
(»eneral ^Iedit■a^ Oouncil the same legal authoiity over the training and 
(jtialifk aiJons of specialists anci geneial piaciitioners as it ikjw has iii 
undergraduate educatioti and to set up a register of spetialists. 
rhis was c)[>p()sed by various pi tdessioual organizations and was 
withchawn. 

Nfaj()r ehatiges in the simciiue of a profession are alnu)sl eeriain l() 
be associated with cniilioversy as itj ijie hazai'ds involved. However, 
there ate certain datigeis in tliese rtHoiTimendaiions iluu have perhaps 
not been suf fitieiilK" etn[)hasizec!. 

Bef()re increasing the period of posigradiiate training fbt^ general 
practice, it won Id seem more sensible first to im[)rt>ve the conditio! is of 
general pranice and to give the practitioner more incentive to be a 
good latTiily doctot. Once this lias been aceomplished. the sweeping 
clianges in die training of general practitioners that are recommended 
could be considered. In the meandme, it might be wise to esiabliHh a 
pc^riod (if traitiing fbi^ geiu^ral ptactice that is more in liiie with what is 
d e man d ed else w here ( iV 7 ) , 

The Royal Comiiiission states: ''We have no doubt diat some of (he 
moie p()pular specialties will be oversubscrilx^d; there will be a iieecl for 
some systematic fbrni of selectioii on a natiotial basis for training iii 
these specialties" and ''this selection should be iiiade as early as possible 
and tertaiidy no later than the etid of the first yeat^ of general 
professitmal irainitig." {44, 86). I'his eaiiy selectioii ()f specialists is 
something that has not been tried elsewhere, and it dierefbre deserves 
close scrutiny. To make this important assessment after 1 year would be 
difflctilt. and I do not believe that these yomig people woidd accept as 
fair' an arbitrary decision by their elders at such an early stage. Most 
would prefer a more competitive chance of embarking on the carecT 
they feel is most wothwhile, and if this is denied, the number who leave 
f^)r training in other Knglish-speaking conntries may increase rather 
thaji decrease, ^ q 
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it h thought, howt'vtT, that early "job scciirity'' may sitmi the flow to 
the ^^fjniinonwualth and olsesvJicrtj of registrars who are unable to 
obtain consultant posts. At present this "weeding out" process takes 
place about 5 years after graduation when the number of '^senior 
registrars" appointed is approximaiely the same as the number ()f 
consultant posts likely to be vacated. 

Since the pnblicadon of the Todd Report in 1068, progress has been 
slow\ The British Medieal Associatinn was (ipposed to the pnjposal tliat 
all doctors should undertake 3 years of professional training, one of the 
reasons given being a fear that the general professional training period 
might, in some cases, turn out to be a 3- year peri()d of national service 
in the National Health Service, rhe recommendation that the Gc^neral 
Medical Council should establish a register of specialists was also 
opposed by the British Medical Association and the Royal Colleges. No 
furUier progress lias been made, although it seems that some form of 
registration is desirable if not essentiaf There has been no apparent 
opposition to the recommendation that there should be a central, 
council for postgraduate medical education and training, provided its 
influence is only advisory. In 1970 the Secretary of State for Social 
Services set up such a council of 31 members including representatives 
of specialist groups, universities, and the profession at large, emphasiz- 
ing that it was to be advisory with no executive authority (89, 9/), For 
general practice it was generally agreed in 1972 that there should be 3 
years of vocational training, but this is not yen obligatciry (134). 

In Australia, New* Zealand, and Ireland the pattern of postgraduate 
education is very much the same as in Britain. 

In 1964 the Nordic Council (representing Denmark, Norway, 
Sweden, and Finland) reccjm mended a uniform plan for the training of 
specialists and general practiticjners. In 1965 the Ssvedish government 
asked die National Board of Health and the office of the Chancellor of 
the Swedish Universities (both government departments) to work out 
the conditions for Swedish pa rtiti patio n in these proposals (90). A 
committee was set up that sought advice from many professional 
soinces, but its report was altered considerably by these government 
departments before being submitted to and passed by Parliament in 
1969. FolloNsTng graduation, there will be 21 months of ''general 
compulsory service" which must include medicine, surgery, psychiatry, 
and outpaUent care or general practice. The further training that will 
be retjuircd of specialists is along fairly orthodox lines, with between 4 
and 5,5 years of specialty training which will include courses of 
instruction given by the medical schools and examinations. 

I'he further training that is proposed for general practice is far from 
J>eing orthodox and, if implemented, will be more than what is 
expected in most other countries. This will be (jf 3-years duration and 
will include 18 months of medicine, 6 months of psychiatry, and 3 
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months of paediatrics, together with courses of instruction and 
examinaticms. This will bring the general practitioner closer to the 
"internist" of North America and may well be a pattern that other 
countries will follow, They would be ill advised to do this, however, 
unless, as in Sweden, the working conditions are of a standard which 
will allow the physician to make use of the advanced training he has 
received, 



CONTINUING MEDICAL EDUCATION 

Continuing medical education plays a more prominent pari 
in American medicine than in any other country 1 visited. In 1973^74 
80 medical schools in the United States reported 354369 regisirants in 
their regular continuing education courses for physicians, as well as 
radio, television, and tape programs (138). These courses are of several 
types; 72 percent of them are "continuous" courses given on several 
consecutive days; the others are either "intermittent" with one or two 
sessions per week or month* or ''circuit" courses by touring faculty 
groups. There are also residency^type "traineeships" and home study 
courses. A list of "continuing education courses for physicians/" 
sponsored by medical schools, hospitals, and other agencies^ is pub- 
lished annually as a supplement to the Journal of the American Medical 
Association. The largest number of courses offered is in general 
medicine. The American Academy of Family Physicians and several 
state medical associations recjuire continuing medical education for 
maintenance of membership and several slates are considering legisla- 
tion to make it a condition of license to practice {29,88 j 38). 

In Canada there is the same demand for continuing education, which 
is conducted principally by the medical schools and their leaching 
hospitals. This urge to keep up to date, which is much greater in North 
America than elsewhere, may be due, in part at least, to the more 
critical and liberal education that undergraduates have received. 



DISCUSSION 

The importance of regulating the postgraduate period of 
education so that there will be adec|uate coverage of the theoretical as 
well as the practical aspects of the specialties is now generally 
recognized. Other countries are following the lead of the United States 
in recognizing that more important than the ability to pass an 
examination is the quality of the training the candidate has received. 
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This can only be assured if' it is, well organized in hospirals adetiuately 
ecjuipped for the purposts with a staff that has the necessary 
qualfficauons. To have this assurance, some form of inspection is 
essentiaL 

In any form of national health service it is almost as important to 
have a legal register of qualified specialists as it is to have a register of 
those tjualified to practice medicine. This involves a definition of the 
training the specialist sh(aild be given* as well as an assessment of his 
competence. There is a trend, most marked in Scandinavia and 
Canada* to increase the responsibility of medical schools in this phase of 
education, This seems reasonable, since in many of the specialties, a 
greater knowledge of the scientific background of the specialty than is 
given in the undergraduate course is re(|uired. This can best be 
pro\ided where there is the variety of talent that is to be found in a 
medical schcK>L 

The principle that the vocational part of the students* training should 
be given after graduation has been accepted by most countries. To give 
this postgraduate vocational training effectively, the plan adopted in 
Scandinavia, which will probably be copied by Britain, appears to be the 
best. This expands the internship to a period of 2 years of general 
professional training, followed by 2 to 4 years of training in the 
specialties, including general practice, This gives the graduate adequate 
time and experience to make up his mind on his future career, without 
wasting his time on false leads in specialties for which he is unsuited or 
does not have the ability. If more general practitioners and fewer 
specialists are wanted, there are two plans that can be adopted. The 
number of trainees allowed to proceed to further training in any 
individual specialty can be limited to the number of expected vacancies 
in that specialty, This is the approach that is being planned in Britain 
but which would be very difficult to implement in countries without a 
comprehensive health service that includes the hospitals. An alternative, 
which may be a partial solution to the problem, is the approach that has 
been tried principally in the United States and Canada, With the 
cooperation of the medical schools, attractive 2 or 3-year training 
programs in general practice are being developed that are designed to 
include education as well as service, This approach is expensive and if it 
is to be successful* considerable financial sugport from the government 
must be given. Very few good physicians are attracted to general 
practice unless they know they can have an adecjuate training for such a 
responsible career. 

Governments have realized their responsibilities to undergraduate 
medical education but only now are beginning to realize that postgrad- 
uate and continuing education are just as important and almost as 
expensive. Departments of general or family practice in medical schools 
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have Iniiiicl rhiit U:c^ lor service cover rjnly aboui half or less oF their 
salaries due. in large pan, Ui the lime spent on postgraduaie education. 
1 hese depHrnnenfs niii make a nuuli more vahuihle and extensive vnn- 
trihuiion Ui pusigrathuitt^ than to gnuhiate e(hica!inn. 
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Appendix I 

THE U.S. COMPREHENSIVE HEALTH 
MANPOWER TRAINING ACT OF 1971 



PropQsals to provide direct federal assistance for medical 
education were put before Congress as early as 1949 but were rejected, 
partly because they were opposed by the American Medical Association 
vs'hich saw federal intrusion in medical education as a precursor of 
socialized medicine {92), In 1958 the Bayne-Jones and Bane reports 
again stressed that federal support was essential if the needs of the 
country for more physicians were to be met, This view w^as supported 
by the Association of American Medical Colleges although still opposed 
by the American Medical Association, It was not until 1963, with the 
passage of the Health Professions Education Act, that federal assistance 
to medical schools was provided in the form of construction grants and 
student loans. This was foUow^ed by a series of acts involving 
scholarships and small capitation grants which, with other measures, 
were designed to improve education in xhe^ health professions and to 
relieve the shortage of medical manpower (8, 41, 93, 94, 95). In 1965 
the Bureau of Health Manpower Educadon was established to control 
federal spending in the area of medical education. 

The most recent legisladon, the Comprehenisve Health Manpower 
Training Act of 1971 (//), deserves a close look since it recognizes for 
the first time a significant federal role in the financial support of 
medical education. It also marks the first time that federal agencies 
have intervened in *'the internal program decisions of the educational 
institutions'' (29). The principal features of this act are as follows: 

L Construction grants, increasing from $225 million a year in 1972 
to $275 million in 1974, were authorized for the construction of new 
schools or major expansion of existing schools. The schools must raise 
at least 20% of the cost but $16 million a year is available for loan 
guarantees and interest subsidies for private institutions, 

2. Capitation or formula grants, rising from $200 million a year in 
1972 to $238 million a year in 1974, were authorized to cover 
capitation payments to medical schools which must fulfill the following 
requirements. There must be a specified increase of student enrollment 
and the school must embark on at least three of the following projects 
for which about $140 million dollars a year has been appropriated. 

iOl 
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Medical Educa i ion and the State 



A. A reduction in the duration of medical course. 

B. Interdisciplinary training among other health professions and 
the use of the team approach. 

Training of physicians' assistants and cither health profession- 
als' assistants. . 

D. "Innovative" programs of education. 

E. Programs for training and increasing the supply of health 
personnel 

F» Increased enrollment from low-income or minority groups. 

G. Programs in clinical pharmacology, drug abuse, and nutrition. 

H. Programs for training in family medicine. 
I. Uulization of computer technology. 

These capitation payments amount to $2*500 dollars for each student 
in the first, second, and third year and $4,000 dollars for every student 
who graduates, with an extra $2,000 for those graduadng from schools 
with either 3-year programs or programs which allow graduation within 
6 years after leaving high school. This provides a substantial financial 
reward to schools with a' 3-year medical course. They will recover" an 
average of $4,500 a year for each student, while those with the usual 
college rec|uirement and a 4-year course will recover only an average of 
$2,875 a year. There is also a bonus of $1,000 a year for those in a 
class enrolling 5 percent mf)re students than is required as a condition 
of these capitation awards. 

3* "Start up" assistance for new medical schools, which amounts to 
about $25,000 for each student in the first year enrollment. Ten million 
dollars a year is appropriated for this purpose. 

4. An average of $ 1 5 million a year is appropriated for schools in 
financial straits, 

5. Forty-five million dollars in 1972 increasing to one hundred and 
thirty-five million in 1974 is appropriated for "Health Manpower 
Education Initiadve Awards'' for improving the efficiency of health 
personnel and the delivery cjf health services, 

6. An average of $50 million a year is authorized for loans to 
students studying in the United States and $1,75 million for American 
students attending foreign medical schools. These loans, w^hich have a 
ceiling of $3,500 a year, can be w^ritten off at the rate of 10 percent or 
15 percent per year in return fi)r service in certain areas where there is 
a shortage of physicians. Another $3 million a year is appropriated for 
scholarships not exceeding $5,000 a year for students who agree to 
practice primary care in these areas, for a period which must not be 
less than the period during which the scholarship was awarded. 

7. Twenty-five million dollars in 1972 increasing to forty million 
dollars in 1974 is authorized for grants to hospitals for training 
programs in family medicine and for the provision of train eeships and 
fellowships. Another $7.5 million in 1973 increasing to $15 million in 
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1974 is auihori^cd lo provide capiiatiun grants for hospitals and 
medical schotjls to the ainount of S3, 000 a year for each trainee in 
family medicine, 

8. Ten million dollars in 1972 increasing to twenty million in 1974 is 
authorized to support traineeships and fellowships for the development 
of teaching skills. 

9, Five million dollars in 1972 increasing to fifteen million in 1973 is 
authorized to support the application of computer technology to the 
problems of health care, ^ 

This , act of 1971 is described in some detail because it clearly 
indicates the expanding role of the federal government in the support 
of medical education. In accepting this responsibility, the government 
apparently remains unwilling to give unrestricted operational grants as 
is the custom in other countries. The various grants outlined above are 
conditional on clearly defined responses by the medical school and may 
affect the choice of students, the size of the student entry, and the 
content and duration of the curriculum. The precedent has been 
established for a substantial contribution by the Federal Government to 
the costs t)f medical education. ' 



CAPITAL GRANTS 

During the period 1948 to 1960, the emphasis on new 
buildings for medical schools was in their teaching hospitals. From. 1960 
to 1965 the emphasis changed to buildings for research, while since 
1966 it is on the construction of teaching facilities, with the Federal 
Government taking over the major share of the expense (8). 

Frf)m 1968 to 1971 the contribution of the Federal Government 
averaged $125 million a year (12). In 1972 the Federal Government 
authorized the expenditure of S225 million for the construction of 
teaching and research facilities in the health sciences, increasing to $250 
million in 1973 and §275 million in 1974, with the medical schools 
providing 20% cif tlie cost. Probably not mc;i e than two-thirds of Uiese 
autliorizaiions will be f unded. 



114 



Ap^ndix II 

AN INTEGRATED MEDICAL SCHOOL 



The medical school at McMaster University in Canada has 
made a radical approach to the problems of full integration which has 
been planned more carefully than most. The first step was to decide 
how best to or^nize this new medical school in order to implement an 
integrated curriculum. After 3 years of planning the first class of 
students wki admitted in 1,969 (125,126). 

The administrative structure within the faculty of medicine is an 
unusual blend of participatory democracy with departmental and 
program management. With one or two omissionSi there is the usual 
division of the faculty into departments but, cutting across departmental 
autonomy, there are two distinct lines of authority which can influence 
departmental decisions at all levels. The first of these lines of authority 
consists of three area coordinators, one concerned with teaching, 
another with research, and the third with clinical services. These three 
individuals sit with the heads of departments on the executive 
committee and have a say in the staff and facilities that may be 
required in the area they represent. The second line of authority which 
crosses departmental barriers is held by ''coordinators" who are 
responsible for subjects such as the renal, respiratory, or cardiac 
systems. They have more than a watching brief over the teaching, 
research, and service funcUons of the school. Although they do not sit 
on the executive committee, they have direct access to it and are 
responsible for giving advice on the efficiency of the services provided 
and the direction in which expansion should be encouraged, pardcu- 
larly in relation to staff requirements. In most other medical schooli, 
the **systems*' are covered by the creation of suhdepartments but 
McMaster has gone further thsn this by giving to the systems a 
considerable degree of independence from departmental control. For 
instance, the coordinator of the renal system is responsible for the 
surgical as well as the medical aspects of service^ for teaching and 
research in this specialty, and is given a say in the allocation of staff as 
well as of space. His authority crosses departmental boundaries and 
diminishes the responsibilities of departmental chairman, Primary 
responsibility for the direction and coordination of education, research, 

115 ^ 



Appendix II 105 

and sjervice rests with the systems and area coordinators. The approach 
in these areas is interdiiciplinary but departmental chairmen have a 
watching brief to ensure that high standards of patient care and 
research are maintained within their departments. They also represent 
their discipline in both academic and professional fields and, as 
members of the executive committee^ cati play *a*larg€ part in the 
development of faculty policies. 

On the whole, this complex organizational structure is working 
effidendy and without friction although there is an undercurrent of 
dissatisfaction over the amount of committee work that is involved, 
Within the "areas" and the "systems" as well as within the departments, 
there is an extensive committee structure to ensure "participatory 
democracy" and to promote discussion and criticism of faculty policies. 
In these discussions there is extensive student participation. 

The Health Sciences Centre* which will contain the principal teaching 
hospital of the university, is on the campus. It is designed to bring 
together, in shared teaching areas, the various health professions in 
order to emphasize team responsibility in the delivery of health care. 
The health centre has four floors, each with 360,000 square feet, 
including a hospital of 418 teaching beds with extensive ambulatory 
clinics and 130,000 square feet of space for research, most of which will 
be distributed on a multidisciplinary rather than a departmental b^is. 
The plans allow for threefold expansion up to 3,500,600 gross square 
feet within which the hospital could be increased to 1,000 beds. The 
typical medical ward units will have 36 beds with ten single rooms, 
eight double roomst and two four-bedded rooms. The ward will have 
two conference rooms, two rooms for residents and interns, and one 
doctor*s office. Each pair of wards will have a students' laboratory, a 
large room with ten study cubicles for students, a conference room, and 
a small library. On the same level and in close proximity to each pair of 
wards* there will be an area of approximately 5,000 square feet for 
multidisciplinary research. Heads of clinical departments will also be the 
chairmen of the corresponding departments of the faculty of medicine. 

The first class of 20 students was admitted to McMaster in 1969. This 
number has been increased to 80, with a further increase to 100 in 
1975. The entrance requirements are 3 years in university, with a 
preference for those who have had courses in biochemistry, cell biology, 
and behavioural sciences. After one year in medicine, the student will 
receive his B.Sc. (Med.) or, if he does not gain entry into medicine, he 
can finish his program In biology or biochemistry. A few exceptional 
students may be excused from biochemistry, biology, and the behav- 
ioural sciences and instead will be given a 2-month preliminary course. 
The academic program is spread over 3 years, each of 40 weeks 
duration. The curriculum is planned by an education committee 
consisting of staff representatives from all departments at all levels of 
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seniority and four students. The various parts of the curriculum are 
not implumentud by dcpartnicnts but by subcommittees, with emphasis 
on integration, problem-solving, small group teaching, and self-learning 
under the guidance- of tutors. The slide and tape "carouser' is used 
extensively, with a library of over 500 items. The medical curriculum is 
divided into four phases. The first is of 14 weeks duration and presents 
an outline of human structure and function and an introduction to the 
technical skills of medicine. Phase 2 is of 6 weeks duration and is an 
intensive coimse in cell biology including the reaction of cells and tissues 
to injuiy. Phase 3 is of 40 weeks duration and is devoted to organ 
systems in health and disease on an interdeparimental basis. The 
systems are divided into eight, each being allotted 5 weeks and each 
with a coordinator helped by a committee derived from preclinical and 
clinical clepartments. The preparation required for this system ap- 
proach and the work involved in its delivery arc indeed formidable and 
fall mosi heavily on the Department of Medicine, This is particularly 
true t)f McMaster University since there is no department of physiol- 
ogy, most of the physiological approach being taught by physicians who 
have specialized in the organ concerned. A Medical Research Council 
research group of neurophysiologists supplies the expertise in this area. 
Phase 4 is a clinical clerkship with rotations among the principal clinical 
departments. 

Superimposed on these phases and cutting across them is the so- 
called '^horizoniar' part of the curriculum in which about 2 hours each 
week is devoted to professional attitudes and ethics and to problems of 
the family and community. Most of these sessions are iHustrated by 
clinical problems and situations. There are three elective, 4 weeks in 
each of the first 2 years and 8 weeks in the third. There are no 
traditional formal examinations but students are assessed on the reports 
of their tutors and on class tests of various types. The only grades given 
are pass or fail {125, 126, 127, 128). 

McMaster has enjoyed leadership of the highest t|uality from the 
start, when its pcjlicies and objectives were being defined. It has 
recruited a staff with unity of purpose, dedicated to the success of this 
experiment in educaticm, but already the teaching load is considered by 
many in be excessive. Committee work is also considered by most of 
those I met to be excessive and there will have to be some shift from 
committee lo individual responsibility if unrest is to be avoided. One 
hazard of the teaching and committee load is that those who are 
interested in and therefore good at basic research will be lost and those 
who are left will either neglect research or will engage-in research that 
is superficial. To avoid these hazards, an increase in staff is essential but 
in view of the almost universal reduction in financial support of 
universities, the extent of this increase is problematical. 

Within die curriculum the complete integration of systems teaching 



117 



Appendix II 



107 



has been skillfully planned and the only menace to its success appears 
to be the work load involved, This medical school has made a more 
imaginative start with fewer irreversible mistakes than any other new 
medical school I have encountered. This grand experiment should be 
followed with great interest by those concerned with medical education. 

Several classes have now graduated and the staff as a whole still 
supports the plan. It is too early to pass judgment on the quality of the 
graduates* some of whom find the 3-year course a stressfuj experience, 
There are some who believe that the school will change to a 4-year 
course. 
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Appendix III * 
COMMENTS ON NEW ZEALAND (1971) 



FINANCIAL SUPPORT OF MEDICAL EDUCATION 

There are two medical schools in New Zealand, one arthe 
University of Otago in Dunedin, which was founded in 1874, and the 
other at the University of Auckland, which admitted ita first medical 
students in 1968. Financial support of the universities is under the 
guidance of the University Grants Committee (UGC) of New Zealand 
which was established by Act of Parliament and has a membership that 
clearly is designed to gain the confidence of the universities. The 
chairman is appointed by the government but only after consultation 
with the chancellors and vice^hancellot^ of the universides who submit 
a panel of names from which the government selects the seven other 
members of the. committee. Three of these must be teachers in a 
university and four must not be employees of any university. One of 
the functions of the act is "to initiate and consider in consultation with 
the universities and other bodies, plans for such balanced university 
development as may be required to make the universities fully adequate 
to the needs of New Zealand " ^ The committee performs this function 
in a tactful manner and, in contrast with Australia, has the confidence 
of the universities in presenting their case to the government. 

Capital developments are considered on the basis of a 5-year 
"roiling" program. The universities are asked to submit a list of 
priorities in the order of their importance and the UGC gives the *'cut 
off-*-.point. The order ofThese prioriues is rarely changed since verbal 
advice often is given on the oc^sion of an on-site visit that the 
universities usually have considerable insight into the policies of the 
committee. 

In the allocadon of recurrent grants, which are on a quinquennial 
basis, die principles of academic freedom are scrupulously maintained. 
The university submits its proposed budget and the UGC provides a 
block grant, the size of which depends on what die government can 
afford and on other factors such as the size of die university, its faculty 
spread, and student numbers that are "weighted" in a manner not 

^ Referencei are given at the end of this appendix. 
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^ revealed. The university can ipend the block grant in any way it wishes, 
with the exception of new developments leading to rapital expenditure 
that have to be approved by the UGC* The salary scales approved by 
the government must also be followed. 

Another function of the UCC, which some would say is a gross 
infringement of academic freedom, is to set up a curriculum commit- 
tee. Each university must submit for approval any proposed coui^e 
regulations and these cannot become effective without the approval of 
the curriculum committee which may recommend conditions or 
modificadons (i). Central control usually leads to conformity and, 
unless it is so liberal that it amounts to no control, tends to inhibit 
experimentadon at a time when, at least in medicine, most are uneasy 
or dissatbfied with the curriculum as it stands today. It is hoped that 
when the second medical school in Auckland is fully developed* no 
attempt will be made to standardize the curriculum, as has been done 
in Sweden. As yet, the UGC has not interfered with the medical 
curriculum. 

There were several features of these policies and methods which 
made it difficult for a medical school to progress. No funds were 
earmarked for medicine by the UGC that did not give the university 
"indications" as is done by its counterparts in Britain and elsewhere* nor 
was it known by the university if any **weighting" was given to medical 
students, and if so, how much. This left the faculty of medicine of 
Otago University in the hands of the central administration on the 
campus and it w^as dominated by members of the faculties of arts and 
science who were reluctant to give substantial support to medical 
education, particularly to the off-campus acdvities in teaching hospitals. 
Support for the faculty of medicine became so meagre that its ability to 
maintain adequate standards was seriously threatened (2), The govern- 
ment had to give the medical school a supplementary, earmarked grant 
of considerable magnitude to meet this critical situation. This amounted 
to an earmarked recurrent grant since in the following quinquennium, 
the university had to continue to cover this expenditure. Even closer to 
an earmarked grant was a promise given by the UGC to review the 
finances of the medical school if it increased its annual intake of 
students. These vicissitudes have led to a much better understanding 
between the university and its medical school which are now working 
harmoniously together. 

New Zealand has depended on the immigration of doctors* mostly 
from the United Kingdom* to maintain its medical manpower* The 
government now realizes that there is already a deficit which is likely to 
increase rapidly unless the output from its medical schools increases. 
Between 1 1 0 and 1 20 students now graduate each year from Otago, 
but there has been pressure from the government to increase this 
number to 200. The output from the new medical school in Auckland 
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must also be increased and Otago will develop a second, clinical school 
at Christchurch. 



THE FINANCIAL SUPPORT OF RESEARCH 

The Medical Research Coundl of New Zealand was estab^ 
lished in 1937 and now plays a leading role in the support of medical 
research. The chairman and deputy chairman are lay people and are 
appointed by the government. The other deven members are mosdy 
elder statesmen representing universities, colleges, and government 
departments, with three members no.ninated by the council itself. 
There are two secretaries, one of whom is medically qualified and has 
had experience in research (4), 

The policies of the coundl resemble those of the Medical Research 
Coundl in England but with no ^internal program*' and with greater 
emphasis on the support of project research in the universiUes and 
hospitals and less emphasis on its own research units. Its annual budget 
is $1.2 million, of which about half is spent on project grants. 
Applications these are not assessed by expert committees as they are 
in Sweden and North America. It is true that New Zealand, with a 
population of about 3 million, is too small to provide the range of , 
expertise needed for individual assessment, but this could be done 
easily if New Zealand and Australia pooled their resources: 

Another amction of the Medical Research Coundl is the support of 
research units in the universities and teaching hospitals. These are 
organized along the same lines as those in Britain, The staffs are 
encouraged to have university appointments and are allowed to devote 
6 hours a week to teaching. 



REGULATION OF PROFESSIONAL STANDARDS 

The Medical Coundl of New Zealand is a statutory body 
which iridudes the Director General of Health, tha deqns of the two - 
medical schools, representatives oi the Medical Association of New 
Zealand and of the professional colleger: The council maintains ff 
register of those it considers qualified to practice medicine and is 
responsible for the discipline and ethical conduct of the profession. 
Steps are now being taken to establish a register of spedalists. Through 
its medical education committee, the cqundl has made a survey r 
hospitals approved tor preregistration appointments, This committee is 
also empowered to exert supervision over training in the practice of 
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{ medidne and to take all reasonable steps to satisfy itself that the course 
leading to graduation in medicine in New Zealand is adequate (5). I 
: clould find no record of any occasion when either the UGC or the 
v Medical Council interfered in any way with the medical curriculum 
although both appear to have the right to do so by Acta of Parliament. 



THE MEDICAL SCHOOLS 

At the University of Otago the Dean of Medicine is selected 
by an advisory committee appointed by the University Council, which 
includes representatives elected by the Faculty of Medicine. The 
appointment is for 5 years on a fulUtime basis, with eligibility for 
reappointment* The lines of communicauon and of authority within die 
faculty which were obscure have been clarified (2). The dean now 
represents the faculty on the university budget committee and staffing 
committee so that he has some controlling influence over departmental 
allocations and staffing Another recent change is the adoption of the 
principle that there should be multiple chairs in the larger departments^ 
with a chairman whose appointment is reviewed every 5 years. At 
Auckland the dean is appointed in much the same way as at Otago. 



THE TEACHING HOSPITALS 

Although the teaching hospitals are the financial responsibil- 
ity of the Ministry of Health, it has been a tradidon in New Zealand 
that all members of hospital boards, including the chairmen, are elected 
by the local community, In Dunedin University representation long has 
been denied although curiously enough the hospital board has the right 
to appoint a member of the university council. In Dunedin both the 
university and the hospital board realized that relationships between 
hospitaf and medical school were unsatisfactory and requested that 
there be university representation on the hospital board. This was at 
first refused, but in 1968 an Act of Parliament was passed which gave 
the university five seau on the hospital board. This has led to an 
improvement in the lines of communication between hospital and 
medical school with the formation of an efficient joint planning 
i committee and improved morale. 

At the Dunedin Hospital the professors of the major clinical subjects 
are In charge of their clinical division, following the North American 
and the Scandinavian patterns. The medical staff falls into four 
categories* full-time hospital staff, full-time university staff, fulUtime 
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staff paid jointly by the hospital and the university, and visiting staff. 
These are in about etiual proportions so that the visiting staff, which is 
paid on a sessional basis, constitutes a small minority. With a unified 
department under the leadership of the clinical professor^ there is less 
evidence of divided loyalties than in Australia, but there is the same 
unrest and dissatisfaction from the different conditions of service which 
arise from having two paymasters, the hospital and the university, 
These differences relate to salary grading, promotion, conditions of 
appointment, and leave privileges. The hospital staff is usually better 
paid but promotions are decided centrally in the office of the Director 
General and adequate sabbatical leave which, in an isolated country like 
New Zealand, is essential for those who wish to keep up to date, may be 
denied, These differences are all the more frustrating since it is often 
more or less by chance whether those doing the same work are 
appointed to the university staff or the hospital staff or appointed 
jointly. Since tlie source of both hospital and university funds is the 
taxpayer, one might think that the solution to this problem would not 
be difficult. Indeed, the solution has been simple in other countries 
where the university pays the fulHiifne staff and recoups an agreed 
proportion from the Ministry of Health, This proportion should be 
agreed upon by the ministries involved since it is a poor solution to 
leave the hospital and university to argue each individual case. An 
arrangement along these lines is now being considered. 

For the appointment of hospital staff in Dunedin, there is an 
advisory committee which has joint hospital and university representa- 
don. The recommendation of this committee is sent by the hospital 
board to the Director General in Wellington who, on the advice of his 
hospital grading committee, decides whether die appointment should 
be made and also the salary. As a result, it is usually impossible to tell 
an applicant how much he will be paid; a formidable obstacle to 
recruitment since those who are abroad are often unwilling to apply, 
under these conditions. This is another example of the inefficiencies 
which can arise from the orientation of authority to a central 
bureaucracy. 

For university appointment the chairman of the hospital board and 
his deputy sit on the selection committee, They have the right to 
consult the hospital board so that no one is appointed without its 
support. This is a simple arrangement which works wrll 



FACILITIES FOR TEACHING AND RESEARCH 

Over the years, disunity between the hospital and the 
university led to a deplorable lack of facilides for teaching and research 
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in the Dunedin Hospital (2). Most of these deficiendes are still apparent 
but recently there has been clear evidence that the need fur harmony is 
realized by the Miniitry of Health and the need for increased support 
recognized by the university grants committee. The introduction of 
University representation on the hospital board has already been 
referred to and an effective joint planning committee of the university 
and hospital has been esteblished, Plans are underway for a new ward 
block of 600 beds, 20% of the cost of which will be borne by the UGC, 
an arrangement that follows the pattern so successful in Sweden, 
Patient care» teachings and research will be established on common 
ground as a joint responsibility and, as a result, the geographical 
barriers between what belongs to the hospital and to the university 
should disappear, The schedule of accommodadon, which had been 
approved when I saw it, will give Dunedin a teaching hospital which 
meets the best modern standards. The Department of Medicine will 
have 18,000 square feet for teaching and research in contrast with its 
previous space in the hospital of 1100 square feet.The university has 
also placed the Welcome Research Institute under the aegis of the 
Department of Medicine. 

The government has brought strong pressure on the university to 
increase its medical student entrants from 125 to 150. To make this 
possible, a second clinical school for Otago University has been 
established in Christchurch and has made an excellent start. The 
university is now being pressed to plan for 200 medical student 
entrants and it -is being suggested that a third clinical school be 
established in Wellington. Other universities have successfully operated 
two clinical schools separated by a considerable distance, but I know of 
none with three clinical schools as widely separated as Dunedin, 
Christchurch, and Wellington. Polidcal pressures have been a factor but 
it might have been more prudent to consider an increase in student 
entrants at Auckland Lf niversity, leaving Otago with two clinfeal schools 
in the South Island. ^ 

In Auckland the first medical students were admitted in 1968 so that 
when 1 was there in 1970, clinical teaching was sdll in the planning 
stage. The Auckland Hospital Board is unlike its counterpart in 
Dunedin in having many heavy responsibilities in addition to its 
teaching hospitals. For this reason the controversial decision was made 
that university representation was unnecessary and that cooperation 
could be achieved by a joint reladons committee, with equal representa- 
Uon from the hospital board and the university. It remains to be seen if 
this unusual arrangement will give the medical school an adequate voice 
in the affairs of its teaching hospitals. 

It is likely that the Auckland Medical School will regret its decision to 
have small professorial units without any authority over other clinical 
units in the same discipline. This has been the English system and is 
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onu whuh Aiisunlia is changing in most of its new medical schools. 
Both the teaching hospitals in Auckland and the university have 
extensive plans to develop their medical schools. The UGC has 
allocated million for a new clinical building, which will include 
research as well as leaching space. The hospitals, sviihout any help/rom 
the UGC], are also providing space For research. 

Both in Dunedin and in Auckland an impediment to progress has 
been the reluctance of the Ministry of Health in Wellington to 
decentralize authority, I gathered that the office of the Director 
General is overworkcKl and understaffed. Yet all sorts of trivia such as 
the appointment of residents and surgeons and applications for leave 
had to be approved by the Minister. The order of priority regarding 
promotions* as given by the teaching hospitals, could be changed and 
this naturally caused resentment. This degree ()f central control and 
failure to delegate auth(?riiy was. at die time of my visit, a source of a 
great deal t>f frustration and discontent. 



MEDICAL SUPERINTENDENTS 

rhrough(rui New Zealand, medical superintendents are 
given a great deal of authority in hospital affairs and have been the 
main line of communication betsveen the hospital staff and the hospital 
boards. They also have security of tenure until retirement age, a 
combination which may have unfortunate results. The reasons why 
England and Sweden have decided against appointing medically 
(lualified hospital superintendents are discussed in Chapter 5. 



PATHOLOGY 

In Dunedin there was a .single department semng both 
university and hospital until discord between these two institutions over 
how much each should pay reached such a pitch that they decided to 
separate into two departments. However, with the development of 
closer cooperation over the past 2 or 3 years and with changes in 
personnel, there have been second thoughts on the wisdom of this 
separation, and a resolution of this problem seems imminent. There is 
a new head of the department and it is too early to say how this 
unification will be accomplished. 

In Auckland a unified department of pathology is planned, but the 
reladonship of the university department to the Auckland Hospital has 
not yet been clearly defined. 
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UNDERGRADUATE MEDICAL EDUCATION 

Over the past few years there has been a very active 
curriculum committee in Dunedin made up of younger men rather 
dian heads of departments. The principal changes have been the 
introduction of electives, an integrated course in "dinical science," and 
an imaginative course in the behavioural sdences. The whole sixUi year 
will be elective and vocational in its orientation. There will be 
progressive and continuous assessment instead of prescribed examina- 
tions in the fourth and sixth yearSi but there will be a combined 
examination in all of the clinical subjects at the end of the fifth year. 



POSTGRADUATE MEDICAL EDUCATION 

The hospitals of Auckland long have been concerned with 
postgraduate education which is now the responsibility of the Postgrad- 
uate Committee, chaired by the Associate Dean for Graduate Studies in 
Medicine. Annual postgraduate course are given in the basic medical 
sdences and in some of the specialties. In Wellington* Christchurchi 
and Dunedin, there are similar types of arrangement^ but the bulk of 
New Zealand specialists get most of their postgraduate training in 
England or North America. 
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COMMENTS ON THE REPUBLIC OF 
IRELAND (1971) ' 



The Republic of Ireland, with a population of 2.75 million, 
prt)duces about 380 graduates in medicine a year, which is in excess of 
its requirements. The country is far from affluent and clearly would be 
better off if it raised the standards in a smaller number of medical 
schools. There are five medical schools in the Republic of Ireland, but I 
visited only the three in Dublin, 

The history of higher education in Ireland is one of a long struggle 
between the state and the church. Trinity College, Dublin, was founded 
in 1591 by Queen Elizabeth and the first Regius Chair of Physic was 
founded in 1637. Both staff and students were restricted to those who 
belonged to the Established Church until the Catholic Relief Act was 
passed in 1793 which allowed the college to accept both Catholics and 
Protestant non-conformists. '^However fellowships and scholarships 
continued to be restricted to members of the Established Church and 
this fact, together with the disapproval of Trinity College by the Irish 
Catholic Hierarchy and the reladvely high cost of university education, 
meant that only a small minority of Catholics from the well to do 
sections of the community took advantage of the opportunities offered 
by Trinity/' (5). In 1873 an Act of Parliament removed all religious 
discrimination but in the minds of many. Trinity College still is 
regarded as a Protestant institution. In the 18Ws the British Govern- 
ment founded three "Queen's Colleges," each with a medical school, in 
Belfast, Cork, and Galway, The colleges were forbidden to use Uieir 
public endowment for the teaching of religion and both their staff and 
their students were entirely free from religious tests. For this and other 
reasons, the colleges were condemned by the Catholic hierarchy. In 
1854 the bishops founded their own university in Dublin, the medical 
school of which was incorporated in 1908 in the National University. 
Also within the National University are the colleges of Cork and 
Galway. 

' References arc given at the end (if this appendix. 
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Trinity Coriege is tht' only college of the University of Dublin* so that 
these two institutions can reasonably be regarded as identical. The 
constitution of the college and the university and the lines of authority 
over academic affairs are very complicated and appear to be based on 
tradition and the kind of democracy that would tend to inhibit change. 
The only person appointed by the government is the Provost, who 
holds office undl the age of retirement. He is head of the college and 
presides at meetings of the board, which is the principal executive body 
of both the college and the univei^ity (6) 

There are thus two universities in the Republic of Ireland, the 
University of Dublin and the National University of Ireland with its 
three colleges in Dublin, Cork, and Gal way. In Dublin there is also the 
medical school of the Royal College of Surgeons. AH are now "mulu- 
denominational" (2). The government has recently proposed that the 
university colleges of Cork and Galway be constituted as separate 
universities i while the University College and Trinity College in Dublin 
be joined in a reconstituted University of Dublin, with its Faculty of 
Medicine located in Trinity College (2), It is not surprising that this last 
proposal has met with vehement protests from the University College in 
both the lay and ecclesiastical press (9^ 10). All are agreed, however, 
that with four faculties of medicine and the Medical School of the 
Royal College of Surgeons serving the 2.75 million inhabitants of the 
Republic, the output of doctors is clearly excessive. Retrenchment is 
inevitable in a country which is far from affluent. 

The higher education authority of the Republic of Ireland is 
comparable in most respects to the University Grants Committee of the 
United Kingdom, It was established in 1968 and given statutory 
authority by Parliament in 1971 to administer the governmental 
fmr.ncial support uf the universities. Its chairman is appointed by the 
government and it has eighteen members, of whom at least seven are 
academic and at least seven are other than academic (/), There is no 
earmarking of recurrent grants, which are based on the previous year's 
costs plus a small addition for expansion. Capitol grants are earmarked 
and are based on a 5- year "rolling" plan. 

Although Trinity College is multi-denominational it is still thought by 
many to represent the Protestant minority, which is only about 5% of 
the population. It is of particular interest, therefore, that I heard no 
suggestion of any discrimination a^inst it in the matter of financial 
support by die government. In fact, a case could be made that Trinity 
College is receiving preferential treatment in spite of the fact that in 
1969 only two-thirds of its students came from the Republic of Ireland 
as compared with 94% in the three colleges of the National University 
(2). In 1969 University College, Dublin, had 7,603 students and Trinity 
College, Dublin, had 3,996 students, while the grant-in-aid from the 
government in the following year was ffl,222 million for University 
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College and £1.494 million for Trinity College (J). It is true that certain 
expensive items such as the library at Trinity College, which serves 
national needs, must be taken into account, It is nevertheless clear that 
the government is making every effort to ensure that na^suggestion of 
discrimination against Trinity College can justifiably be made. 

The Medical Registration Council is the counterpart of the General 
Medical Council of the United Kingdom and serves the same functions. 
There is the surprising but very sensible arrangement that the Republic 
of Ireland is fully represented on the General Medical Council of the 
United Kingdom, which ensures complete reciprocity between the two 
ccuntries, Irish graduates are automatically eligible to be on the register 
of both countries. The Medical Research Council of Ireland has very 
similar policies re^rding the support of research as its counterpart in 
the United Kingdom. It receives only about £100,000 a year from the 
government and partly for this reason has not embarked on a research 
institute. There is only one Medical Research Council "unit" and the 
rest is spent on fellowships and on grants-in-aid which are usually short 
term (4), 



TEACHING HOSPITALS 

The 'Voluntary" hospitals of Dublin include those owned by 
the church and are used as teaching hospitals In preference to the local 
authority hospitals. The term voluntary is, however, an anomaly since 
they now depend on public funds for their support. Under the health 
act, they are paid a fixed sum for each occupied bed, but this usually 
leaves a deficit which is met from the hospital's trust fund. This fund Is 
derived from the profits of die Irish Sweepstakes, which up to 1967 
had benefitted the hospitals to the extent of over £62 million, including 
capital develijpment (7). The per diem cost of hospital beds varies 
gready and although there is no defined policy, the teaching hospitals, 
in general, are allowed a higher rale than others, ^ 
Trinity College has the use of seven ''voluntary" hospitals, most of 
which had their origins in the 18lh century. Each has its own board but 
all seven are controlled by a council of three lay and two medical 
representatives from each hospital, with two from Trinity College and 
five from the Health Authority. The total number of beds is about 
IJOO but the largest hospital has only 290 beds. This scattering of 
teaching beds in a collection of small hospitals is inefficient. There is a 
plan to use the mffliripal hospital of St. Kevin's, which will be 
modernized, with a capacity pf over 1,000 beds. University College has 
St. Vincent's (500 beds) and Mater Misererecordiae (450 beds) hospitals, 
both owned by the church. St. Vincent's Hospital is owned by the 
Sisters of Charily and the Mother Rectress is the ultimate authority. She 
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is advised by die Medical Board but there is no Board of Governors of 
the hospitaL The new hospital was btiilt by the government but is 
owned by the Sisters of Charity since they owned the site. If the 
medical schools of University College and Trinity College unite, it is 
likely that St. Vincent's^ the Mater, and St, Kevin*s hospitals will be die 
three teaching hcripitals (5). 

In the hospitals associated with Trinity College, appointments to the 
consiiking staff are made jointly by die hospital and university. In the 
case of hospital appointmentSt tKe Appointments Committee is 
weighted in favour of the hospital while with the university appoint^ 
mentSi it is loaded in favour of the university. At St. Vincent's Hospital 
the position is somewhat different. Applications for hospital appoint- 
ment are first considered by the Sisters of Charity who submit to the 
selection board up to three names of those whom they consider to be 
"qualified and suitable." Clinical professor are appointed by the 
university. Most of the clinical consultant staffs receive no salaries but 
are allocated a specified number of beds. A fee is paid by the Health 
Authority to the consultant for looking after public patients in these 
beds (7). This fee amounts to about £120 per annum for an occupied 
bed and since the consultant may have 20 beds or more* this can 
amount to a sizable sum. Work in the outpatient department is paid on 
a sessional basis. As yet, there are very few consultants who are 
employed by the hospitals on a salaried basis, They are paid from 
several sources* with a guaranteed minimum. In the professorial units 
of Trinity College, payments for hospital work are handed over to the 
university. Earnings from private patients, however* may be retained 
according to an agreed ceiling in Trinity College and according to a 
time limitation in University College. 

At Trinity College the medical professorial unit is one of three 
medical 'Tirms,'* each of 25 beds at Meath Hospital. The wards are 
eight-* four-* or one-bedded rooms and there is no provision on the 
ward for teaching. The professorial unit has a staff of five* including 
the professor, for whom about 2,000 square feet of office and research 
space are provided by Trinity College in a small building adjacent to 
the wards, and in a biomedical laboratory of Trinity College. Full use of 
this space is made by this active department. 

At University College the medical professorial unit is at St. Vincent's 
Hospital where it is one of four medical firms. The wards are of recent 
construction and each has 40 beds in 6-* 3-, or 1-bedded rooms* with 
one room designated for the teaching of students which is considered 
to be adequate, The professorial unit has a staff of three, induding the 
professor and a half-time professor of therapeutics. Offices and 
research late are in a house atout half a mile distant on the edge of the 
university campus. This has 22*000 square feet of space* most of which 
is devot^ to the medical library and conference r«)ms. 
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Executive directors of the teaching hoipitals in Ireland are not 
medically qualified. Even in the smaller hospitals the part-time medical 
administrator is disappearing. 

The group of hospitals which serves Trinity College has its own 
laboratory services in haematology, clinical chemistryi and bacteriology, 
with the university paying about half the salaries of the heads of these 
divisions. Anatomical pathology is under the direction of the university 
department, with the hospitals paying the service costs and five-sixths of 
the salaries of the technical staff. The univeraity pays the salaries of the 
academic staff, seven in number i but the hospital provides the registrars 
and senior house officers. 

In the University College the relationship of the university to 
pathological services is very confused. The professor of pathology has 
no hospital responsibilities but his department does some surgical 
pathology for outlying hospitals. The professor of microbiology is on a 
half-time basis with the university and during the other half of his time 
is in charge of all laboratory services at St. Vincent's Hospital, including 
anatomical pathology, haematology, and chemistry. According to an 
agreement between the university and St. Vincent's Hospital (12), the 
professor of pathology is an honorary member of the staff of St, 
Vincent's Hospital with the general direction of teaching and the right 
to lecture at post-mortems. 



THE MEDICAL SCHOOLS 

The dean is selected rather than elected and although the 
appointment is for 3 years^ he may be reappointed. The dean at 
Trinity College has held his appointment for 12 years. The university 
distributes the grant it receives from the government on the basis of the 
previous year's expenditure. Funds left over are used for new^ 
appointments. In 1970 this amounted to iSO.OOO for the six faculties of 
Trinity College. 

The curriculum in all Irish schools follows the same orthodox general 
pattern. The premedical year, which students enter at the age 6f about 
18, concerned mainly with chemistry, physicSj and biology. This is 
followed by 5 years of medical study. The first year and the first two 
terms of the second year are devoted principally to anatomyj biochemis- 
try, and physiology. In the third term of the second year there is an 
introduction to the. clinic subjects. The last 3 years are devoted to 
clinical subjects, with emphasis in the third year on those which are 
paraclinical. There is but little evidence of change in these curricula, 
and apparenUy no pressures toward involvement widi the community. 

The medical schools take a small part in postgraduate education, 
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which is disorganized and lacks any central authority, Most of those 
who wish to take up an academic career leave the country for their 
postgraduate education. 

The Mfdical School of the Royal College of Surgeons was established 
in Dublin by Royal Charter in 1784 and since it has no affiliation with 
the univenity, can only grant a license to practice medicine. The school 
admits 100 students each year and it is indeed remarkable how these 
an be accommodated in the meagre space provided by the college. 
There is only token space for research and almost all the teaching staff 
are part time. The curriculum is, in general, the same as that in the 
other Irish universities (5), but the kind of instruction given must be 
very different. The government contributes only £13,000 a year to this 
insdtution, which is dependent oh students for its support. Only about 
a quarter of the students are from the Republic of Ireland and diey are 
charged £160 per annum. For otheo the standard fee is £550 per annumj 
which can be reduced to £350 in special circumstances. It is this differen- 
tial that enables the school to survive (//). 
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Denmark has three established medical schools; one in 
Qjpenhagen, another in Aarhus, and a third, which was opened in 
1966, in the new university at Odense. The University of Copenhagen 
was founded in 1479 as an independent institution with its own 
jurisdiction but, as state support has increased, it has come under state 
controL Similarly, the University of Aarhus was founded by the City of 
Aarhus in 1928 as a private institution but is now supported and 
controlled by the state. Professors and other teachers, although chosen 
by the university, are appointed formally through the Ministry of 
Education. The medical curriculum is subject to government sanctions 
but Parliament has recendy passed an act which is only a general 
directM.e and which leaves considerable latitude to each medical school. 

According io Danish law, the university is open to everybody who has / 
passed the final examination of the gymnasium. Tuition is free and the 
student is also free to choose the faculty he wants to enter. Conse- 
quently, there is no possibility of selecting students or of limidng die 
number of students who want to enter medical school (i). For this 
reason the annual number of entrants can vary from time to time and 
in the faculty of medicine of Copenhagen University alone has 
exceeded 800 students. These numbers are reduced by a failure rate in 
the preclinical years which is so high that only about 60% of the - 
students qualify for the clinical years (7). This not only represents a 
fantastic w^aste of time and money but seriously interferes with the 
efficiency of the preclinical departments. It is a system which is 
condemned by die faculties of medicine but which the state has refused 
to alter, clearly for political reasons. 

The organization of medical schools and the methc^ of appointing 
the staff are very much the same as in Sweden and Uiere is the same 
degree of student participation in faculty affairs. There has been die 
same fragmentation of departments and, as in Sweden, consideradon is 
now being given to the grouping of these departments with a head or 
chairman on the North American pattern. 

* Refcretices are given at the end of this appendix, 
'122 
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The facilities for research in Danish medical schools are 
fairly good but pariicularly in the clinical departments are not as 
generous as can be found in other Scandinavian countries. The Danish 
Research Council has a medical committee which disiributes most of its 
limited funds to university departments. In 1971 this amounted to 10.4 
million kronor* of which 58 percent went to the University of 
Copenhagen. 



THE TEACHING HOSPITALS 

Since 1806* it has been the duty of the counties and cities to 
provide the hospitals needed for medical care. Today this is still the 
basis of the hospital system, including the teaching hospitals* with the 
one ekception which is discussed below. There is* however^ a central 
"supreme hospital bbard" which advises the National Health Service on 
the effective coordination of hospital services. All plans for new 
buildings must be approved by the National Health Service * which must 
also be consulted when senior ap^intments are made. Treatment in 
hospitals is free and the medical staff is paid on a salaried basis (5). The 
state makes a financial con^bution to municipal hospitals which varies 
and which j in the case of teaching hospitals, may range from 35 
percent to 90 percent of their operating costs. 

The Rigs Hospital in Copenhagen, which is the exception referred to 
above, is fully owned and supported by the state. It was built in 1910. 
Bedside teaching in medicine has to be on wards, some of which have 
30 beds with 4»bedded bays, and the provision of seminar rooms is 
meagre. These conditions are as bad us in the United Kingdom. The 
Department of Medicine moved into a new building in 1970 where 
tliey have excellent modern facilities. One curious anomaly is that the 
senior staff at the Rigs Hospital is paid less than that at the municipal 
teaching hospital and its pensions are lower. Naturally this arouses 
considerable resentment. Another anomaly, the purpose of which is 
obscure, is that the professors at the Rigs Hospital must see their 
private patients in their own homes, while in the municipal hosptials 
they must see them in the hospital. 

Like the Karolinska in Stockholm, the University of Copenhagen 
recendy has established two new clinical schools, each taking 120 or 
more clinical students. The payment of clinical teachers, partly by the 
hospital and partly by the, university, is also similar to the Swedish 
pattern. 

As in Sweden, the established rule is that the chief administrator or 
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director in the teaching hospital must be a non-medical man* On 
important matters he consults the medical committee, which consists of 
the heads of departments, but more often he goes straight to the head 
of the department concerned. Opinion is strongly in favour of the 
change from medical to non-medical hospital directors* These are 
usually men who have had business training followed by a subordinate 
administrative position in a hospital, An increasing number are 
graduates in commercial science and there are also organized couraes 
on hospital administration which tliey attend (2, 3). 



UNDERGRADUATE MEDICAL EDUCATION 

Ai in Sweden, the framework of the curriculum is passed by 
Parliament and has to be followed by all three medical schools. I was 
told, however, that in the new medical school at Odense, an integrated 
curriculum Is planned which suggests that a greater degree of latitude 
is contemplated. 

The curriculum, which is of 6.5 years duration and is punctuated by 
examinations, shows little evidence of change. There are 3 preclinical 
years, the first of which is concerned mainly with chemistry, physics, 
and biology followed by 2 years of anatomy, physiology, and biochemis- 
try. The fourth year is devoted to padiology, microbiology, pharmacol- 
ogy, and to an introductory clinical couree. The last 2.5 years have the 
orthodox clinical rotations, with considerable emphasis *on the spe- 
cialties. After a further year of internship, the licence to practice is 
awarded 5, 5). 



POSTGRADUATE MEDICAL EDUCATION 

The postgraduate training of the specialist and general 
practitioner is very much the same as in Sweden although the period of 
training for the latter will probably be less than that envisaged by the 
Nordic Council (7), 
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UNIVERSITY CONTROL 

There are two medical schools in Norway, one in Oslo and 
the other in Bergen, and a third is being planned in Tromso. These 
are state universities, but each has its own statutes and complete 
autonomy over matters such as the curriculum, the government being 
concerned only with flnancial matters. Recendy* there was a proposal 
that there should be uniform university statutes and that the curricu- 
lum should be decided by the state. This was opposed by the. 
univerisities and the proposal was defeat^ in Parliament. There is no 
university grants committee, but the Ministry of Church and Education 
has close lines of communication with the universiues..Tlie.university 
submits its budget, with new expenditures listed in their order of 
priority* This usually is cut by the ministry but it is the university that 
decides how the cut will be distributed. 

Education is free but the universities can limit the number of 
students who are accepted. However, as in most countries considerable 
pressure has been brought on the medical schools to increase their 
student enrollment. When this was done, the government failed to 
provide the increase in staff that had been requested, 

The choice of Tromso as the site of the third medical school was 
made by the government. There are many in Norway who believe that 
this was an unfortunate decision, based on political motives as a gesture 
to those fmng within the Arctic Circle. Tromso is 200 miles north of 
the Arctic Circle. It seems likely that the recruitment of academic 
personnel and even students may be difficult, Many believe that 
Trondheim, which is on about the same latitude as the University of 
Umeo in Sweden, 150 miles south of the Arcdc Circle, would have been 
a wiser choice. 



' References are given at the end of this appendix, 
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RESEARCH 

The Medical Committee of the Research Council has no 
"internal'- program, but otherwise it operates in much the same way as the 
- Medi^ Research Coundl in the United Kingdom. The granw made to 
university department are usually for a limited period after which the 
university is expected to take over support* 

As in Sweden! a sdmulus to mediad research is the proportion of 
graduates who go on to take the M.D, dep-ee for which several yeare of 
research is needed. More than 1 5 percent of the graduates from Oslo 
go on to take this doctorate. 



THE MEDICAL SCHOOLS - 

The organization of the medical schools is similar to that 
described in the secdon for Sweden. Chain usually must be advertized 
but if the faculty decides it wishes to invite an individual to take the 
chair, it can do diis without advertizing^ provided the permission of the 
Ministry of Church and Education is first obtained. This seems a good 
compromise between the American and European systems. 



THE TEACHING HOSPITALS 

The Rigs Hospital in Mo is owned and supported by the 
. state. The other teaching hospitals in Norway are financed in a more 
complicated way. Because of their contribution to education, all 
teaching hospitals receive from- the Ministry of Church and Education 5 
percent of their annual opertting costs in addition to salaries in 
; academic departments. In some teaching hospitals the other 95 percent 
^ is divided equally between the statej the county, and the dty but these 
proportions can vary. Such a division of responsibility impedes 
efficiency and progress and there are many who feel that more unified 
control is desirable. For this reason it has been suggested that the state 
should take over the teaching hospitalSi a change that would be the 
opposite of the trends in Sweden and the United Kingdom where 
; responsibility for the teaching hospitals is being transferred to the local 
■authorities. 

There is also no clearly defined pK>Hcy regarding the payment of 
salaries. Some receive the principal part of their salary from the 
. hospital and othei^ receive it from the university. The contribudon of 
/the state to the building costs of teaching hospitals also varies. The 

% : , . ; ■■; 138,'.. 
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government is now considering a new systeni which will relieve the local 
authorities of much of this burden. 

The Rigs Hospital in Oslo is owned and supported by the state and, 
like its counterpart the Rigs Hospital in Copenhagen, the staff is paid 
less than those in other hospitals in Oslo, It is said that the reason for 
this apparent discrimination is that, being a state hospital, the salaries 
must ^ in line with others in the civil service. 

The facilities for teaching and research are, on the whole, good in 
Norwegian leaching hospitals but are not up to Swedish standards. 
Older buildings both in Oslo and Bergen will be replaced in the early 
I970^s, 

There are still a few medically qualified hospital directors in Norway 
but they are being replaced by non-medical men. This is not being 
done on the basis of national policy as it is in Sweden, but rather 
bemuse very few good medical administrator are available. 

There are no university departments of clinical physiology. It seems 
unlikely that Norway will follow the example of Sweden although in 
Bergen the hospital itself has created such a department on a service 
basis (/), _ 



UNDERGRADUATE MEDICAL EDUCATION 

The usual age of the student when he starts medicine Is 19 
and, as in Sweden, competition for places is high^ It is so high that a 
considerable number of Norwegian students take their medical training 
abroad. Some of them are able to return to a Norw^egian medical school 
after they have completed the preclinical course. Undergmduate training 
is of 6-yearH duration, the pattern being very similar to that in Sweden 
and Denmark with considerable emphasis on the various specialties. 
One difference frotn Sweden is that there is only one annual entry to 
medicine which is in September. In the third year, however, those who 
have fallen behind, together with a number of those who have taken 
their preclinical training abroad, form a second class so that there are 
two annual entries to the clinical period. This enables all students to 
start their clinical activities with a period of clinical medicine* In the 
new medical school in Tromso* the curriculum is being planned on an 
integrated basis (2). 

As in other Scandinavian countries, there is still considerable 
emphasis on the formal lecture but in the clinical period many of these 
take the form of clinical demonstrations and discussions. Personal 
contact with the student in small groups and bedside teaching is left 
largely but not wholly to the junior staff Electives form a negligible 
part of the curriculum: . . 
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fC .' O^'o ^ department of general practice, which takes part in 
^:undergmduate education, recendy has been establbhed. It is expected 
^|hat similar departments will be established in Bergen and Tromso (3). 
j'^" ■ Tlie training requirements for specialists are very much the same as 

in Sweden and Denmark. The recommendation of the Nordic Coundl 
^ that the period of. training for general practitioners should be the same 
: as those for specialists was rescinded by the Norwegian Medical 

Assodauon in June 1969. It is now recommended that the general 

•practitioner should, after the period of internship, have only one and a 
^; half years of general medicil training, part of which will be in a 

medical schooL This will be follo%ved by short refresher courses. I was 
. told that one of the reasons for this reduction in time was the fear that 
- ; a longer period of training might increase emigration to Sweden. ^ 
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COMMENTS ON FINLAND (1969) ' 



There are medical faculties in the three universities of 
Finland of which Helsinki, which was founded in 1640, is die oldest. 
The universities of Helsinki and Oulu are state univenitles, and 
although the third one at Turku is technically a private uniyenity, its 
medical faculty is entirely financed by the state. The medical faculties at 
Turku and Oulu were established in 1943 and 1960, respectively. A 
fourth medical school already is being planned (i). 

In all academic matters including the curriculum, the universiues 
have complete independence but the state is clearly concerned with any 
financial implications and thus exerts indirect control. A special 
advisory committee, equivalent to a university grants committee with 
both government and university representation, makes yearly recom- 
mendations on the amounts pven to each university. This committee 
has a large say on ivhich new developments should be supported. 

The medical faculty, which includes all professors, decides on matters 
affecting the faculty. Two students and two of the younger teachers 
attend faculty meetings when teaching or other matters concerning the 
students are discussed. The professors are appointed in the same 
manner and have the same autonomy over their departments as in the 
Scandinavian universities. The dean is part time and is elected by 
faculty from among its members for a period of 3 years. 



RESEARCH 

Emphasis on medical research is a more recent development 
in Finland than in Denmark or Sweden. Facilities for research are good 
and support is given by the university, by private foundations, and by 
the medical division of the research council The research council has 
no ^Internal*' program in medicine but gives grants to institutes and 
university departments. 

» Refercntes are given at the end uf this appendm, 
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The three teaching hospitals in the three medical schools are 
■ owned jointly by the university and the local authorities and are called 
^: university central hospitals. Two-thirds of the capital cost and 50 
1-percent of maintenance, which is 10 percent more than other central 
hospitals, is provided by the state (2). The other 50 percent is provided 
by the local authoritiesi of which about 10 percent comes from charges 
to patients (5). In Helsinki the governing body consists of three 
representatives from the univei^ity, three from the town, and three 
from the surrounding communities. ' 

The Helsinki University Central Hospital is a most impressive 
structure containing 3,170 beds {3), the planning of which is fully up to 
Swedish standards. The wards contain from one to six beds, with 
examining rooms as well as seminar rajms for students. In general, the 
facilities^ for teaching are good. There is no department of clinical 
physiology and the example of Sweden in this, regard is not likely to be 
Tollowed. 

Clinical professors have a basic salary from the university which is the 
same as that for non-clinial prof essoin* but they also get a salary from 
the hospital and with the same pension rights* In the university 
hospitals there are between 14 and 15 doctore per 100 beds, which is 
about twice as many as in non-teaching hospitals. As in Scandinavia, 
there are no "visidng'* or "attending" physicians. The hospital buys its 
services from the university departments of pathology and microbiol- 
ogy 



UNDERGRADUATE MEDICAL EDUCATION 

Since 1933, Finland has placed a limit on the number of 
students admitted to faculties of medicine* As in Sweden, two groups of 
equal size are admitted each year, one in Septembef land one in the 
spring. The medical curriculum is also very similar to that in Sweden. It 
lasts 6.5 to 6 years and is followed by an internship year* Unlike 
Sweden, each medical school can plan its own curriculum and it is 
ticpected that in the new medical school now being established there 
will be an integrated curriculum quite different from that in Helsinki. 



POSTGRADUATE EDUCATION 

The health service is under the direction of the state 
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medical toard which has appointed an advisory committee with three 
repraentatives from the universities and three from the state medical 
^board to consider the future of postgraduate education. It is likely that 
the committee will recommend die same kind of specialty training as in 
the &andinavian countties and that the original recommendation of 
the Nordic Coundl that general practitioners should receive 4 years 
training after internship will be modified considerably* 
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THE TEACHING HOSPITALS OF AUSTRALIA 
(1971)' 



Many of the principal teaching hospitals in Australia are 
independent institutions* incorporated by Act of Parliment, but in fact 
they are administered directly or indirectly by the Ministry of Health of 
each individual state. More than two-thirds of the cost of public 
hospitals is met by the government wl)ich exerts tight finandal control. 
As in other countries, the cost of teaching hospitals is more than the 
non-teaching hospitals, which has led to bureaucratic critieism* although 
the principal reasons for this differential are the high standard of 
medical care and the concentration in these hospitals of expensive 
diagnositc and therapeutic procedures. The extra costs of teaching, 
both in caplial expenditure and maintenance, are borne by the 
Australian Universities Commission (AUG) and this leads to fruidess 
debate on what belongs to patient, care and what to teaching and 

research. * . , 

The boards of governors of teaching hospitals vary gready in their 
composition and their method of appointment. In most of the states 
there is representation of the university on the hospital boards, which is 
usually more substantial in the newer teaching hospitals than in those 
with a long tradition of independence. In some there is inadecjuate or 
no university representation and these usually illustrate the principle 
that there is no substitute for adequate university representation if 
satisfactory cooperation between the medical school and its teaching 
hospitals is to be achieved. 

In Queensland a dean of the faculty of medicine had this to say 
about the background of his medical school. 

The uiiivtTsity was en luring a hospital systum whiLh had a positive policy to 
exclude all private practitioners and latiif university pursimnel from any part of Its 
administrative strutturt!. Ai a result of this there was no medical advisory 
committee (previously there had beun) and there were no doctors on the hospital 
board. This was ncjt due to c>versighl since it was (me of the most strenuciusly 
defended tenets of Queensland Hospital philosophy; . . , The other unusual feature 
was that of tight centralized e«jntrol vested in the state health department. In 

' References are given at tht^ end of this appendix. 
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theory the hospital bfjard had managed the insUtution but in actual fact the real 
power lay with the dupariment and siill does, (5), 

An important factor in the relations between the teaching hospital 
and its medical school can be the background and outlook of the 
hospital's chief administrative officer since he is usually the most 
important connecting link between the two. He is appointed either by 
the hospital board or by the Ministry of Health but in either case his 
ultimate responsibility is to the latter, which provides the funds both for 
the hospital and his own salary, In Victoria, South Australiaj and West 
Australia, the chief administrative officer or hospital manager in the 
teaching hospitals is not medically qualified. There is also a medical 
superintendent who 4ias limited administrative and coordinating duties 
and who often looks after the health of the nurses and the hospital 
staff. He has but litUe power in the direction of medical policy, which is 
in the hands of the medical staff committees which advise the hospital 
manager and usually have direct access to the governing body. In the 
opinion of almost all except the medical superintendents themselves, 
this is a vastly more efficient system dian the autocratio ^wers which 
are given to medical superintendents in several other states in Australia. 

In Queensland and Tasmania^ the chief executive officers of the 
teaching hospitals are medically qualified, while in New South Wales 
the medical superintendent is sometimes chief executive officer and 
sometimes not. A few of these medically qualified executive directors 
are greatly respected by their colleagues but many are more interested 
in maintaining a tight hold on the reins of authority than in progress. 
In such cases, their influence can be more disruptive than constructive. 
I have the impression that most of these medical schools in Australia ^ 
would welcome the decision made by England and Sweden to appoint 
only lay hospital administrators. 

Whatever his qualificadons, the chief executive officer of a teaching 
hospital has wide authority over matters that are vital to the medical 
school, In the interest of morale as well as efficiency, his authority 
should be modified by good lines of communication between_the_ 
.hospital board and both the university a^^ medical staff of the 
hospital. Experience has shown that this can be satisfactorily achieved 
only by direct representation on the board. 



FACILITIES FOR TEACHING AND RESEARCH 

The report to the Australian Universities Commission on 
tertiary education in Australia (2) had this to say about the teaching 
hospitals: "Teaching hospitals are geographically, administratively, and 
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^ Sometimes psychologically separated from our univemties* This has 
resulted in neglect by die universities of their responsibilides to the 
hospital . . , the overall resiilt has been that diniral schools, instead of 

:? developing as univereity schools and hospitals have enderged as hospitel 
clinical schools/V This was wri in 1964 and the same could be said 

!=By today of most teaching hospitals in Australia, ^ 

The facilities for teaching vary considerably* In some teaching* 
hospitis they are adequate but in others there are so few teaching 
^ resources on the wards that the students haye^to write their notes at the 
f bedside and must retire to the **teaching block*- for the kind of 
discussion that cannot or should not be conducted at die bedside. TTiis 
J , separation, inhibits or even prevents free discussion with reference back 

- to the patient, which is only possible if there are special teaching 
1 facilities on the ward itself. What has been provided by the AUG is 
: y inad^ and most hospitals consider that these faeiliUes are not their 

^hv responsibility. The principal contribution of the AUG is the teaching 
i: block, which is divorced from the wards and seires to emphasize this 
;k separation between the university and the hospital. 

■^r The AUG pays the hospital for the maintenance and service of thc^e 
V areas used for teaching including cleaningp headng* light and powerV 
i^;:, and; repairs. {4), The amount of work involved in making these 
calculations <^n be considerable and increases the cost to the taxpayer 
as well as emphasizing the separaUon of the hospital from its medical 
; schooL It would surely be better for all concerned if a top level decision 
J were made that the maintenance costs should be borne by the hospitalt 
This is done in most other countries. 

: Separadon of hospital from medical school may also extend to 

■ research. Many teaching hospitals have their own research laboratories 

- and research staff supported either by the hbspital board or by 
endowment funds. The research faciliues provided by the hospital are 
often kept entirely separate from those of the academic departments 

: which may be denied the dini^l contacts they require. It is also true 
; that many of the research workers employed by the hospital are eager 
jxto do a limited amount of teaching and to have academic rank, ifiiis 

, separation of research space and of staff does not make sense; it would 
Avbe more efficient and more economical for the hospital and university 
: to pool their resources with all research serving as a joint venture. This 
= ; is done in other countries* ' 

■ ^ In seven of the departments of medicine that I visited in Australia, 
an average of 5,900 square feet of usable space was provided for 

- research I compared with an average of 10,500 square feet in five 
j:^ departments of physiology. The provision for physiology was very 

much the same in Australia as in North America but what is given to 
1 medicine is very much less. 
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THE MEDICAL STAFF 



"^^r'^ftr tjfe teaching hc^pitab of Australia, the medical staff can 
^ divided into three categories or groups. ' S 

The honorary staff is usually the largest group and in 1970 was paid . 
nothing, in most of the states, for its clinical contributions to the 
hospital. Many honorary staff members found it difficult to make a ;^ 
reasonable living since, as in Britain/ most see pauents only on a 
consultadve basis. They are paid a. nominal sum by the university and 7: 
many of them consider teaching as a favor to the medical schooL In j 
general* dieir loyalty is to die hospital rather than to the university. 
Senior physician vacancies are advertised ^ but the only applicant 
almost always the most senior of the junior physicians since it i§ 
generally known that other appU^nts are not likely to be successfiiL -% 
Since die junior physician is usually appointed at die age of 30 or 35, 
he can look forward with equanimity to progressive promotions as^^^^ - j; 
more senior vacancies occur because of retirement, resignation^ or ;^: - 
demise. As in Britain ^ the beds in the teaching hospitals are divided i ^j^;. 
among the honorary physicians and surgeons and the numbers 
"owned" is of considerable prestige value as well as having indirect , 
fmancial rewards. ' 

FulUime employees of the hospital are usually the secortd largest : J: 
group. They are referred to as hospital or staff specialists and are 
rapidly growing in number. In 1968 the state of New South Wales 
employed 1,251 doctors on a fuU-ume basis in its public Hospitals, of 
whom 250 were staff specialists (6). In the past they ^ were concentrated g 
mainly in pathology and service departments- such as radiology and W 
anesthesia/ln recent years many have been put in charge of surgical : 
and medical units in specialties such as hematology* renar disease, :^ 
cardiology, pulmonary disease, endocrinology, neurology, and psychia- ^ v 
try. These staff specialists are paid by the hospital and are often ^ ^ 
technically responsible to the medical superintendent. In general, dieir ; 
loyalty is to the hospital, and in some cases the university has no say in v:; 
their appointment. Promodon and salary increases are more or l^^s 
automadc and although there may be an efficiency barrier to the most ^ 
senior rank, this is rarely used. Mmt of diem are highly intolerant of 
any interference by the univereity, while the university on its part is ::i 
often unwilling to give them academic rank. ' \ 

The professorial units are the third and frequently the least /J 
important group. They were modelled originally along the lines of the , Vu 
London teaching hospitals, but some of them receive less support even : , ';^ 
than their counterparts in London. Others are better off but all suffer 
from lack of support and from the discriminatory scale of salaries j;p 
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which is affecting recruitment in most clinical academic departments in 
Australia. The salaries of clinical professors are slighUy better than 
those received by senior hospital specialists. However, the salaries of 
^associate professors and the various grades of lecturer may be 
considerably less than those of their counterparts who are hospital 
specialists (J). Another impediment to academic recruitment is fre- 
quently the inaccessibility of patients in specialties such as hematology 
which may be under the charge of hospital specialists who have their 
own research subsidized by the hospital. 

With die unpaid honorary staff struggling for suirivalj the hospital 
specialists increasing in numbers and secure in their appointments and 
comparatively well paid, and the professorial units veiy much in a 
minority and with lower salaries it is not surprising that there is often 
discord, particularly in the older teaching hospitals. Any business 
concern would quickly go bankrupt if it had employees working at the 
same bench on the same tasks but serving different mastei^ at different 
rates of pay although all of the salaries were derived from the same 
source. In Australia these complicated staff relations and the uneasy 
reladonship between the medical schools and most teaching hospitals 
are far from conducive to the atmosphere of good will and community 
of interest in medical care, teaching, and research which should be part 
of the framework of any teaching hospital. This kind of cooperation is 
likely to occur only when responsibility for a joint effort is clearly 
defined. 

The vested interest of the older teaching hospitals has* as in the 
United Kingdom, usually prevented the professorial units frpm playing 
an important part in the hospital It seems significant, however, that 
some of the new teaching hospitals, which have been or are being 
created, are being planned on the basis of unified clinical departments, 
with the clinical professors ln*charge of the clinical as well as the 
teaching activities in timr specialty, along the lines which are usual in 
Scandinavia and North America. That this is being done seems to be a 
tacit admission that this kind of structure is the best for a teaching 
hospital This trend appears to have full state support, but if it is to be 
successful, the univereity must play its part. It will have to be less 
reluctant in giving academic rank to those of high professional standing 
and will have to give the^ hospital a say In the appointment of those 
members of the academic staff who have clinical responsibilities, 

The financial support given tu medical schools in Australia is no 
better than in Britain but the system is younger and more elastic, Eight 
medical schools with two more on the drawing board is a good score 
for a country of 13 million inhabitants, The government will have to 
provide increased support, with some clear indication to its universities 
that this should be directed toward medicine, if high standards are to 
be achieved in the face of increasing student numbers. 
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In most of the states of Australia, the ministries of health do not 
appear to realize that the c|uality of future medical care will depend 
largely on the experience given to medical students in their teaching 
hospitals. The impression given is rather that the immediate care of the 
sick is in competition with the needs of medical education and not 
complimentary to it although, paradoxically, it is generally admitted 
that teaching hospitals have the highest standards of medical care. If 
medical education in Australia is to progress, the individual states must 
provide the administradve background in their teaching hospitals which 
ml\ encourage a unity of purpo^ in their medical schools and ^teaching 
hospitals rather than an uneasy relationship in an atmosphere of 
discord and discontent. Equally important is the contribution of the 
Australian Universities Commission to clinical teaching and research* 
which should be an integral part of the teaching hospital and not an 
isolated academic outpost. 

The Australian Universities Commission takes a passive role in 
medical education, leaving its development to the univereities, many of 
which are disinterested and concentrate on other priorities. What is 
needed is the kind of leadership that could be given by the Australian 
Universities Commission if it had a medical advisory committee that was 
given the powers of its counterpart in Britain, the University Grants 
Committee. 
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